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CANCER OF THE STOMACH 
Conclusions From a Study of 200 Cases 
ELKIN L. Rippy, M.D. » FACS. 


HIRTY-EIGHT thousand deaths of the stomach 
are recorded annually, and this represents approximately one- ae 
third of all the deaths from malignancy. Although considerable = 
progress has been made in both the diagnosis and treatment, there _ 
are still too few lesions recognized early. This is attested by the — 
fact that at the time of diagnosis no effort at a cure could be at- — 
tempted in 75 per cent of the cases. Therefore, many five year cures 
cannot be hoped for. Martin,’ in a review of a series of reported — 
five year cures of cancer of all organs, found that the stomach repre- 
sented only 4 per cent. . 


An analysis of the literature during the last five years brings out — 
that most of the literature on cancer of the stomach is being written © 
by men in the large medical centers, although they observe only a 
small percentage of the total cases. The great number of cases of 
gastric cancer about which little or nothing is being written are dis- 
tributed over the rest of the United States. This analysis also em- 
phasizes the fact that most of the articles are being written about a _ 
few selected cases in which good results were obtained; also that = 
the scarcity of statistical reviews of all the cases in a locality makes — 
a composite picture impossible. It is with the purpose of clarifying — 
these aspects that I have undertaken to make a complete analysis 
and study of 200 hospital cases of gastric cancer during a ten year | 
period in Nashville, a city of 200,000 population. Each patient — 
came to his local doctor or clinic for the relief of symptoms and 
was not drawn to a clinic or doctor of national reputation. 


All statistics quoted i in this paper are from this review unless 
otherwise stated, since there are so few reviews that embrace both © 


’ Read before the Postgraduate Surgical Assembly, the tenth annual meeting, of The 
Southeastern Surgical Congress, Atlanta, March 6, 7 and 8, 1939. 
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operative and non-operative cases, and since the reports of the 
experiences of other men throughout the world are educational but 
not necessarily of great practical value in a local area. 


All statistics reveal the preponderance of cancer in the male; 
the ratio is about three to one. But we should not overlook the fact 
that of all of the cQncers in the female about one-fifth occur in the 
stomach; the stomach ranks next to the uterus as a site of cancer 
in women. It seems that during the past few years gastric cancer is 
on the increase but this is probably partly because more people are 
living to the cancer age and partly because we now have better 
diagnostic methods. In this search were found 140 cases in the male, 


TABLE I 
AGE CLASSIFICATION 


Average age 
Youngest patient 21 
Oldest patient 83 


Carcinoma of the stomach occurred commonly (40.5 per cent) 
between the ages of 51 and 60; but it must be remembered that it 
may occur in the young as revealed by the fact that 15 cases, or 
7.5 per cent, occurred in individuals under 40 years of age. The 
youngest patient was 21 and the eldest was 83. The average age 
in both male and female was 57. Table 1 shows the number of cases 
and percentage that occurred in different decades. 


Contrary to the belief of some authorities, the incidence of car- 
cinoma in the negro is as great as in the other races; the apparent 
increase in the last few years is due to improvement in medical facili- 
ties and better training of the colored doctor. There were found 
39 colored patients, or 19.5 per cent of the total. 


The predisposing cause of cancer of the stomach, like cancer else- 
where, is undetermined, and different reviews have not been con- 
clusive enough to prove that heredity, occupation, or social condition 
plays any important role. It does seem, however, that there is some 
relation between chronic gastritis and cancer. Every resected speci- 
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men which was proven to be carcinoma also had some degree of 
gastritis; but there is no proof that the gastritis was not the result 
of the cancer. Ewing* believes that carcinoma may develop as a 
result of over-growth of normal tissue, as occurs in gastritis, and 
continues to grow and take on an abnormal aspect. 


In a certain percentage of cases, cancer develops at the site of 
a gastric ulcer but this incidence is small, probably not over 10 per 
cent at the greatest. This can be proven by this review which shows 
that 50 per cent of the cases of malignancy developed at the pylorus 
where there occur only 5 per cent of the gastric ulcers, or expressed 


Fig. 1, Diagrammatic drawing of the ulcerative type of carcinoma of the stomach, 
with its x-ray appearance on the right. Note the irregularity of the contour and 
that barium fills the crater as it does in ulcer. 


otherwise, only 10 per cent of carcinomas occur along the lesser 
curvature although go per cent of gastric ulcers are at this loca- 
tion. Ulcers in certain locations should be considered potential if 
not actual malignancies. Lahey’ states that practically all ulcers 
along the greater curvature are malignant. 


Stewart‘ in a review of 91 prepyloric lesions found cancer present 
in 78 per cent, but Cole* disagrees with him and thinks this incidence 
is much too high. However, most conservative men estimate that 
prepyloric lesions are malignant in a very high percentage of cases. 
Ulcers on the posterior wall and near the cardiac end of the stomach 
are valignant in such a high percentage of cases that immediate 
surgical treatment should be advised. 


The pathology is divided into three types: (1) the malignant 
ulcer; (2) the polypoid or cauliflower tumor; (3) the infiltrative — 
or linitis plastica. The ulcer form of cancer is the most malignant — 
and is the most common type. It is most frequently found in the — 
region of the pylorus or on the lesser curvature, but may be found — 
in any portion of the stomach; roughly, wherever gastric ulcers are — 
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located. Ulcers that have undergone malignant change are of this 
type. The lesion is characterized by rapid growth, early metastasis 
and wide infiltration. This type is also more prone to result in 
perforation and hemorrhage. 


Figure 1 is a diagrammatic drawing of the ulcerative type with 
its corresponding x-ray findings. It may be seen that there is an 
irregularity of the contour of the stomach and barium fills the crater 
quite as it does in gastric ulcer. On closer examination there may 
be found on each side of the crater elevated edges where the tumor 
has protruded into the lumen of the stomach. This lesion, more than 
any other type, is apt to be confused with gastric ulcer. 


th 


Fig. 2. Diagrammatic drawing of the cauliflower type of carcinoma of the stomach, 

with its x-ray appearance on the right. The tumor provides into the lumen of 
_ the stomach causing a filling defect. It is possible to mistake such a cancer for 
ys a benign neoplasm. 


_ The cauliflower type forms a soft, bulky, friable growth that pro- 
trudes into the lumen of the stomach. It usually has a small base, 
and only infiltrates a small area of the stomach wall. The lymph 
glands are involved rather late in the disease. When polyps undergo 
malignant changes they are of this type. All single polyps in the 
stomach should be removed since they become malignant in a very 
high percentage of cases. One of the cancers in this series was 
superimposed on a polyp. 


Figure 2 is a diagrammatic drawing of a cauliflower growth with 
corresponding diagrammatic x-ray findings. The tumor protrudes 
into the lumen of the stomach causing a definite filling defect. The 
radiologist seldom errs in this type of lesions; the only mistake may 
be in designating a malignant polyp as a benign growth. The 
cauliflower growth usually arises in the body of the stomach in the 
region of the greater curvature or along posterior wall, and 
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The linitis plastica, or leather bottle stomach, is an infiltrating 
carcinoma that is characterized by relatively slow growth-and late 
metastasizing. This group may be divided into local and diffuse 


types. 

The local form may start in the pyloric region of the stomach 
and spread towards the cardiac end. The mucous membrane and 
the stomach wall become thickened, causing the stomach to become 
hard and rigid. The serous wall is a pearly white. 


The diffuse type is relatively rare and was found in 9 cases, or 
4.4 per cent, in this series. The infiltration begins near the pylorus 
and extends to the submucosa and subserosa in all planes, usually 


Fig. 3. Diagrammatic drawing of linitis plastica or leather bottle stomach, with its 
x-ray appearance on the right. If the process is localized it may be overlooked 
as lack of peristalsis in the involved area is the only sign. 


stopping at the duodenum and cardia; but on rare occasions enmke 
ing across these two borders into the duodenum and esophagus. The __ 
stomach is converted into a thick-walled, rigid, non-elastic tube— 
hence its name, “leather bottle stomach.” Late in the disease the — 
pyloric and cardiac orifices become fixed with loss of sphincter con- 


trol so that food taken hurriedly passes immediately through the es 


stomach. 


Figure 3 is a diagrammatic drawing of the pathology, with the 
corresponding x-ray findings, of the linitis plastica type. This type — 
is easily overlooked when it is a local lesion since there is no de- 
formity of the stomach—simply a lack of peristalsis. 


clinical symptoms, yet on exploration metastasis will have occurred. 
However, the opposite may be encountered in cases that give a 
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history of gastric disturbance of two years with a large pelle 
mass; exploration may reveal that carcinoma has involved almost 
all of the stomach without any evidence of metastasis. This finding 
is further emphasized by Warwick’ who analyzed the reports of 
176 autopsies on patients who had died of carcinoma of the stomach. 
He found that in 15 per cent of these cases the lesions were still 
confined to the stomach and that death resulted from perforation, 
hemorrhage or obstruction. These findings are not generally recog- 
nized and we are perhaps too prone to say that cancer has already 
metastasized as soon as it can be diagnosed. 


Unfortunately, when attempting to diagnose cancer of the 
stomach, we are disposed to remember the symptoms and physical 
findings learned in school; namely, pain, nausea, vomiting, anemia, 
weight and strength loss. These are not the symptoms of early 
malignancy, but are the symptoms of ulceration, sloughing, absorp- 
tion, obstruction and metastases. The best clinicians have admitted 
their inability to diagnose, clinically, an early lesion, but they have 
stressed that usually, when recognized clinically, the cancer is far 
advanced. Any person past 40 years of age, who has developed 
indigestion or has had a change of rhythm of digestion, who exhibits 
unexplained anemia or has recently lost weight and strength, should 
be subjected to the following procedure: 


1. careful history ; 
og physical examination ; 
ne x-ray of the stomach ; 


4. laboratory test blood examination 
and Wassermann reaction. 


Of these procedures the x-ray examination is of more value than 
all the others combined. 


It is important to take a careful history: to see if the patient has 
vomited; if he has been jaundiced; if he has been upset mentally; 
if he has lost weight or strength; and to try to eliminate all the 
diseases that may simulate gastric disease. If the stomach cannot 
be eliminated, a fluoroscopic examination should be made; for again 
it should be emphasized that there are no classical symptoms and, 
at times, no symptoms at all in early carcinoma. 


The only reason for tabulating and listing the symptoms found 
in this series is to show why the end results have been so poor. 
These cases were further advanced at the time of diagnosis than in 
any series that was reviewed. The average duration of symptoms 
was 7.7 months (table 2), and the average loss in weight 34 pounds 
(table 3). The usual symptoms of far advanced lesions, namely, 
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pain, vomiting, and weight loss were found in 81, 75, and 69 per 
cent of this series (table 4). 


TABLE 2 
DuRATION OF SYMPTOMS 


A complete analysis of the symptoms of this series is shown in 
table 4 for the sake of comparison with a series of 195 cases reviewed 


by Lahey.* 
TABLE 4 
CoMPARATIVE ANALYSIS OF SYMPTOMS IN PERCENTAGE 


Lahey’s Series 

Pain 
28 


24 


Massive gastric hemorrhage usually does not denote malignancy 
as formerly taught, but rather ulcer or varicosity. Hemorrhage was 
encountered in only 3 per cent of the cases here reviewed and Lahey 
encountered it in only 4 per cent. 


The ideal physical examination of a suspected or proven case of 
malignancy would be to find nothing abnormal. In the majority of — 
the cases reviewed the patients were thin, anemic, and with large 
palpable masses in their abdomens. Masses were found in I15 _ 
cases, or 57.5 per cent. It is important in the physical examination 
to determine whether the condition is inoperable or not. Too much 
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dependence should not be placed on the radiologist’s interpretation 
alone. Walters‘ was able to resect 15 per cent of the cases reported 
inoperable by the radiologist. The five signs of inoperability are: 
ascites, nodules in the liver, supraclavicular glandular enlargement, 
tumor in the region of the umbilicus or rectal shelf. 


At the present time the radiologist is the only one able to make 
a positive diagnosis early in the disease. In the hands of the expert, 
the diagnosis can be made in go per cent of the cases. Collins® of 
the Cleveland Clinic states that roentgen findings have coincided 
with findings on exploration in 97 per cent of the cases. While the 
radiologist is able to find a lesion in more than go per cent, the difh- 
culty is in the differentiation of malignant from benign lesions. One 
of the most difficult lesions to differentiate from malignancy is 
syphilis of the stomach; but this lesion is extremely rare, occurs in 
younger individuals and the deformity of the stomach is out of pro- 
portion to the clinical findings. Fortunately, 90 per cent of benign 
ulcers are on the lesser curvature, and only 10 per cent of the malig- 
nant tumors; so that, in diagnosis, location is of some value to the 
roentgenologist. The lesions most difficult for the roentgenologist 
to interpret are in the cardiac end, high along the lesser curvature 
in the posterior wall and of the infiltrating type. 


The location of the lesion was determined in 192 cases, or 96 
per cent of the series, either by x-ray, operation or autopsy, and 
the findings are shown in table 5. ah a 


TABLE 5 
LocaLity oF LESIONS 


Locality 
Pyloric 
Lesser curvature 
Greater curvature 
Cardiac end 
Body 
Linitis plastica 
Polyp 


It is necessary to have a complete laboratory examination, more 
as an aid in differential diagnosis and as an index to the condition 
of the patient than as a pathognomonic finding. 


Achlorhydria formerly was considered almost diagnostic of malig- 
nancy, but this belief has long since been disapproved. Gastric 
analysis has fallen into disrepute in some clinics, because some of 
the later proven cases of malignancy had been treated medically 
on account of the presence of free hydrochloric acid in the gastric 
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juice. Alvarez® found that in about one-third of the cases from the 
Mayo Clinic in which gastric analysis was made, the presence of 
free hydrochloric acid was demonstrated. 


In this series, gastric analysis was done in 48, or 24 per cent, 
achlorhydria was reported in 33 cases, or 68.7 per cent. Tarry | 
stools is a symptom of late malignancy when ulceration has taken © 
place. This was found in 41 cases, or 20.5 per cent. ; 


There is present some degree of anemia in almost every case of _ 
cancer. The anemia may be so pronounced when the lesion is in — 
one of the silent areas of the stomach; namely, body, greater curva- 
ture, or cardiac end, that the diagnosis is confused with pernicious | 
anemia. 

The red blood count was recorded in 148 cases, or 74 per cent, 


as shown in table 6, and 1 it was found that 41.2 per cent were in the 
three million range. 


TABLE 7 


Cases 


12 
31 
33 
18 
14 
17 

6 


Cancer of the stomach in its early stages, when it is a local disease, 
is curable by surgery. The chief problem therefore is in early diag- _ 
nosis. Why, then, is the lesion not recognized earlier? The delay - 
in diagnosis is probably due to one of the following reasons: 


1. The insidious nature of the onset, in some cases allowing the lesion to | 


be well advanced before the appearance of any definite symptoms or physical | 


findings. 


2. The patient’s refusal to seek medical aid although he may be having — 
considerable gastric distress. 
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3. The symptomatic treatment of elderly patients with gastric ditres. 
without complete investigation, including x-ray. 

4. The pessimistic attitude of many doctors relative to the curability of 
cancer of the stomach. 

5. Lack of appreciation of the fact that lesions in certain regions of the 
stomach are potentially, if not already, malignant. 

How, then, may earlier diagnosis be made? It is almost im- 
possible to educate the patient. This is clearly illustrated by Al- 
varez,’° who found in a review of the histories of 41 doctors with 
gastric carcinomas that the duration of their symptoms was not less 
than that found in the laity. Most of the cases in my series had 
been under the care of the doctor for weeks, and in many cases 
months, before the diagnosis was made. 


TABLE 8 
OPERABILITY RATE OF 200 CAsEs 


Cases Operability Mortality 
Operated Percent Deaths Percent 


33 16.5 


Radical Operation 


Subtotal gastrectomy 
Inoperable 


No operation 44.5 
Exploration only 36 18.0 
(a) Gastroenterostomy 36 18.0 

(b) Enterostomy-Gastrostomy 6 3.0 
Total 111 55.5 


The treatment is medical and surgical. Of course, there is no 
medical treatment for any cases except the inoperable and this con- 
sists only in making the patient as comfortable as possible until 
the end. 


In advising surgical treatment, there is everything to gain and 
nothing to lose. If the lesion is confined to the stomach it may be 
cured, or if not completely cured, life may be prolonged several 
years. 


Every patient should be explored regardless of the x-ray findings 
and the size of the mass if the signs of inoperability are not present, 
for lesions may have rapid local growth and be slow in metastasizing. 


The only means to secure a cure or a period free from symptoms 
is by resection of the stomach. It must be realized that gastro- 
enterostomy has about as high a mortality as does resection. In 
this series the mortality from gastroenterostomy was higher. C. H. 
Mayo has stressed the point that gastroenterostomy prolongs life 
and increases suffering. 

The mortality of gastric resection has been lowered until now it 
is a comparatively safe procedure. For example, the lowest mor- 
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TABLE 9 
Enp REsULTs OF 165 or 82.5 Per CENT oF ToTAL CASES 


Dead 160, or 96.9 per cent 
Alive 5, or 3.1 per cent 
LENGTH OF Lire From Time oF D1acnosis 
Explored 
Months 


Greatest length of life, 2 years and 
Average length of life, 5.3 months. 


Exploration Only 


ength of 
pe Average length of 


Gastroenterostomy 

25 

30 


life, 3.5 months. 


Greatest length of life, 2 years and 20 days. _ 
Average length of life, 6.5 months. 


re alive, or 25%. 
Average length of life, 10.7 months. 


tality in the country is Balfour’s’ remarkable results of only 10 © 
deaths in 200 resections, or a mortality of 5 per cent, but this is 
an individual record. The mortality ranges up to 37 per cent; the 
average over the country is 30 per cent. In this series, 111 cases, — 
or $5.5 per cent, were explored with 36 deaths, or 32.4 per cent - 
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mortality (table 8). To analyze these figures further, there were 
36 gastroenterostomies with 12 deaths, or 33.3 per cent mor- 
tality; 36 explorations only, with 11 deaths, or 30.6 per cent 
mortality; gastrostomy and enterostomy, six cases with 3 deaths, 
or 50 per cent mortality ; 33 resections with 10 deaths, or a mortality 
of 30.3 per cent. 


Although these operative results are nothing of which to be 
proud, they compare favorably with other published results.. Lahey* 
resected 23.4 of his series with a 31 per cent mortality. 


Since these cases were so far advanced at the time of the diagnosis 
the end results will be discouraging; but of the cases resected only 
a few showed no evidence of glandular involvement, so that most 
of the operations were palliative rather than curative. In contrast 
to this series is the report from the Mayo Clinic in which the lesion 
was less than 2 cm. in size in 23 per cent of the stomachs resected. 
This emphasizes that the end results may be in direct proportion to 
the time the diagnosis is made. Balfour’ states that 50 per cent of 
the patients in whom there was no glandular involvement were alive 
at the end of three years; and of those with glandular involvement, 
19 per cent were alive at the three year period. In a preliminary 
report of the end results of this series, 165 cases have been followed. 
Of this number 160 were dead, leaving only five alive at the present 
time, and all of these were resected. 


I wish to present briefly three of my personal cases which illus- 
trate some of the points emphasized in this paper: 


Case 1—A colored male, aged 24, entered the hospital with typical findings 
of ruptured peptic ulcer; namely, shock, boardlike rigidity of the abdomen 
and evidence of air under the diaphragms. On opening the abdomen ruptured 
gastric ulcer on the lesser curvature was found; this was closed in the usual 
manner. The patient made a satisfactory recovery and was dismissed to the 
Out Patient Department. There was no improvement in his gastric distress 
and three months later x-ray study revealed a deformity on the lesser curva- 
ture, which was interpreted as an old ulcer. One month later there was still 
no evidence of improvement and he had continued to lose weight, so he was 
readmitted to the surgical service. On exploration a hard, indurated mass 
was found along the lesser curvature. About one-half of the stomach was 
resected. The microscopic examination showed an old ulcer with definite 
carcinomatous changes. The patient died of pneumonia on the eighth post- 
operative day. 


This case illustrates that cancer may occur in the young, and that it is 
possible for malignancy to occur at the site of an old ulcer. 


Case 2—A 61 year old white man gave a history of pain in upper abdomen 
of eight months duration, with loss of weight. A mass was palpable in the 
upper abdomen. X-ray findings showed deformity of the body of the stomach 
involving both lesser and greater curvatures. At laparotomy a large carcinoma, 
7 cm. in diameter, was found in the anterior wall of the stomach. About 
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three-fourths of the stomach was resected. The microscopic section showed 
adenocarcinoma of the scirrhous type. The patient made an uneventful post- 
operative recovery but died one year later of coronary thrombosis. On autopsy 
no evidence of cancer was found. Ss 

This case illustrates the possibility of resection of large lesions with a long 
history and proves that it is not the size of the lesion but the degree of © 
malignancy that determines the operability. 


CasE 3—A 63 year old white man had enjoyed good health up until a few 
months before admission when he began to have a burning sensation in the 
stomach, loss of weight (25 pounds), and vomiting of blood. X-ray showed 
a filling defect on the lesser curvature which was interpreted as an ulcer. 
Free hydrochloric acid was present. The patient was explored and an ulcer 


of the stomach was a large indurated ulcer 7 cm. in diameter that had rup-— 
tured into the body of the pancreas. About three-fourths of the stomach was 
resected. The patient made a complete recovery. Microscopic examination — 
showed the ulcers to be benign. % 


interpreted as inoperable carcinoma since 20 per cent of the ulcers on the 
posterior wall are cancer and most ulcers larger than 2.5 cm. are malignant. | 


SUMMARY AND CONCLUSION 


I. ‘This review of 200 cases of cancer of the represents 
all the available records of cases admitted to the hospitals in Nash- 
ville, Tenn., during a 10 year period. 


2. Although efforts have been made to educate both the doctor a 
and laity as to the seriousness of gastric distress in an individual — 
past 40, there are still too few lesions recognized early, as attested © 
by the fact that at the time of diagnosis 55 per cent had palpable — . 
masses. 


were resected with a mortality es 30. 3 per cent. 


4. Of the 165 patients followed only five are alive and all of wets = 
were resected; but of these five there was only one five year cure. 
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EMOTIONAL DISTURBANCES WITH 
SYMPTOMS 


W. O. Jounson, M. D., F. A.C. S. 


Louisville, Ky. 

» LATO wrote, “For this is the error of our day i in n the treatment 
of the human body, that physicians separate the soul from the 


body”. Is this not true today? 


Successful practitioners are practical psychologists and a meas: 
ure of their success depends upon it. 


The emphasis upon organic pathology in the teaching of today 
has led many physicians astray, has led them to belittle the oe 
of emotional factors on physical symptoms. ay 


That psychic and emotional influences are among the causes of 
essential hypertension, exophthalmic goiter, mucous colitis, exhaus- 
tion, pelvic congestion, constipation, and spastic colon is universally - 
accepted. Are not these but expressions of exaggerated human 
functions ? They are essentially human diseases and have not been’ 
reproduced in animals. Such conditions rarely occur before the 
emotive and affective powers are fully developed and their inci- 
dence bears a strong relationship to world crises and great emo- pa 
tional states. ie 

The trend of a patient’s thoughts or feelings is as much a part : 
of him as heat production, metabolism, or blood and urine, and 
therefore should receive no less consideration in the diagnosis of — 
his disability or disease. Such an evaluation is of prime importance _ 
to the general practitioner and surgeon as well as to the psychiatrist. ‘g 


Reasons for an inadequate evaluation of emotional states ui 
be the following :— 


1. Difficulties in acquiring adequate knowledge of medical oo. ; 
chology. 


2. Difficulties in applying adequate psychotherapeutic methods, oe 
and fear of risking ill-will of patient who does not wish to coop- _ 
erate or face the problem. 


3. Contradictions and obscurity of the medical psychologists. 
4. Inadequate time devoted to such patients. 


Most important—physicians themselves are human beings | 
and, being so, unconsciously shrink from the activity of the uncon- © 
scious mind, and build their lives with a protective mechanism 


Read before the Postgraduate Surgical Assembly, the tenth an 
Southeastern Surgical Congress, Atlanta, March 6, 7 and 8, 1939. 
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against it, assuming that this position of security is fortified by 
the presentation of a so-called practical matter-of-fact attitude. 


There is no doubt that a much higher percentage of the patient’s 
complaints are psychologic in origin than the diagnoses made by phy- 
sicians would indicate. Some writers state that over 65 per cent of 
all disturbances are of functional origin. 


No condition can be properly treated unless the cause of the dif- 
ficulty is found. The proper evaluation of organic, functional, psy- 
chic or emotional sources are all requisites to this end. 


To obtain the patient’s confidence is the first and most important 
step. The doctor must demonstrate an understanding interest, lis- 
ten carefully and attentively to the complaints and fears, actual and 
imaginary, and to past illnesses, operations, injuries, defects, as well 
as to marital, social and economic relations. Some may say we 
haven’t time for all this. Is it not better to spend time now to solve 
a difficult problem, than to let it go until the patterns are fixed and 
the solution impossible ? 


A careful, painstaking physical examination may reveal small 
disturbances, which when connected with a possible cause and cor- 
rected, will increase the comfort of the patient and convince her that 
the physician is trying to help. Failure to find a cause of her trouble 
makes the patient lose confidence in medical treatment and in turn 
forces her to seek charlatans and quacks. 


In the etiology of ‘‘neurosis” we commonly find underlying fac- 
tors such as over-work, over-excitement, privation, grief or mis- 
fortune. 


Most physicians have a positive dislike for this type of patient, 
because the so-called ‘‘neurosis’’ is the only condition where the 
patient seeks help to sustain the ‘symptom complex’’ which she has 
built up, and at the same time resists every effort towards a cure of 
the condition. If the doctor does not strengthen and help the patient 
with the protective mechanism she has built up, the patient “loses 
face” with her family and friends. This produces a defensive atti- 
tude on the part of the patient, which many physicians interpret as 
critical, or as lacking in confidence, which they in turn dislike. 


It is useless to tell a complaining person that there is “nothing 
wrong with her”, for although she may have only a functional dis- 
turbance, such a patient is just as keen in the perception of the dis- 
order as in the detection of discomforts from organic disorders. If 
the disorders are functional, an explanation to the patient as to how 
such symptoms are produced and how they may be corrected is es- 
sential, and in most instances, the patient will be cooperative. Bodily 
processes are of the greatest importance to the mind for they are 
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chiatric controversy or to overstep the field of medicine or ian 
but in a simple way to relate some results in dealing with a specific _ 
group of 100 patients who sought advice because of disturbances — 
which they interpreted as due to pelvic disorders. Most of these 


was found to be the cause of the symptoms, and explained to be the | 
basis of the pelvic symptoms, the patients freely admitted they _ 
knew what was the cause of the emotional state, but were not a aware 

that it had produced the symptoms. | 


Four cases might serve to illustrate this type of patient: 


Case 1: Emotional Disturbance Resulting from Fear of Financial Inse- 
curity: 

W. S. D.: aged 28, married, one child. 

Chief Complaint :—Vaginal discharge; pelvic ache; nervousness. _ 

Past History :—Appendectomy two years before; menses normal. 

Present Illness:—Since the death of her father five months previously she | y 
had grown progressively more nervous. Her family life was very happy, and © 
the husband had a good job. For three weeks, following last menstrual abe 
she had had a vaginal discharge with itching; some frequency in urination 
Her appetite was variable. She did not sleep well. 


Physical Examination :—Blood pressure was 120/70, pulse 88. General ex- _ ie 
amination was negative. 


fairly smooth, uterus anterior and normal, adnexa clear; ovaries normal. 
Emotional disturbance was suspected because of extreme manifestations, — 

crying, etc., W hen her father was mentioned. The patient later admitted fears 

outlined in note. 


Note :—Her husband was a spendthrift, and during the depression his fam 
ily was on relief. With the death of her father, the patient foresaw possible — 
poverty, certain financial insecurity with a spendthrift husband. By a 
the condition to the husband and allowing her to control the pay check and | 
establish bank account, the patient has been well since. Discharge cleared up 
in two weeks with soda douches. 


Case 2: Maladaptation as Result of Domination of Step-father. 

I. A.: aged 27, divorced. 
Chief Complaints :—Vaginal discharge, pelvic pain, nervousness; tired feel- 
ing. 

Past History :—After three years of married life she had been divorced; at 


the time of the examination she tiene at home with step-father. Menses were 
normal. 


aa the common ways in which the unconscious attitudes find expression. = 
ae 
a The unconscious mind invariably interprets every physical illness 
- as a direct attack, which it colors as a projection of its own indie 
vidual expression. Se 
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d been advised to upo! ete . 
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Illness :—One year ago her troubles began with vaginal discharge 
after periods; nervousness, weight loss; appetite good ; bowels regulated ; sleep 
not refreshing; some vaginal itching and frequency. 

Physical Examination :—Somewhat undernourished ; weight 107. Pulse 80. 
Blood pressure 120/70. 

Pelvis :—Slight vulvitis, chronic pimply vaginitis ; cervix nulliparous, uterus 
anterior, adenexae normal. 

Note :—The patient was making her own living and felt that she should be 
free, but she was dominated by step-father which she resented. Conditions im- 
proved as the social problem was cleared up. 


Case 3: Combination of Social Maladaptation from Financial Insecurity, 
and Fear of Venereal Infection. 
_ B.€. D.: aged 41, married, one child. 

Chief Complainits—Vaginal discharge ; pelvic pain; tired feeling. 

Past History :—Essentially negative except for hysterectomy for fibroids two 
years before. 


Present Illness:—One year of dull ache in left flank; vaginal tenderness; 
increased vaginal discharge and itching; sleep poor; appetite variable; -con- 


- stipation; some urinary frequency ; weight gain. 


Physical Examination :—Blood pressure: 126/70, pulse: 80. 


Pelvis:—Slight vulvitis and chronic vaginitis; total hysterectomy; adnexa 


clear; rectal tone normal. 


Emotional disturbance was suspected because patient had been stable before 
operation ; ovaries had not been disturbed at operation ; she had regained health 
when suddenly symptoms appeared. 


Note :—Since the patient was operated upon, her husband had been unfaith- 
_ ful and had been drinking ; she had had to support her child by running a board- 
_ ing-house, which she thought was beneath her dignity. It was explained to 
her that emotional disturbance had caused functional disturbance, which she 
admitted to be true. The patient separated from husband, obtained new work 
and is well today. 


CasE 4:—Emotional Disturbance With Pelvic Disorder Abortion 
Fear of Venereal Infection: 


M. A. C.: aged 24, married, one miscarriage (induced). 


Chief Complaints :—Dysmenorrhea, vaginal discharge ; nervousness. 


_ Past History :—Appendectomy ten years before. Abortion had been induced 
six years before (compulsion from husband). Pain had occurred with every 
_ menstrual period since abortion. (The patient had wanted a child). 


Present Illness:—Progressive nervousness for three years. During this time 

the husband had not contributed to support; he was a salesman and seldom at 
home; he made a good salary but spent it on himself; the patient kept up her 
own appearance and the apartment from her own salary. Sleep fair; appetite 
_ variable; urinary frequency; constant tired feeling. 


Physical Examination :—Blood pressure: 110/70, pulse: 80; slight pallor 
_ of skin; otherwise negative. 
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Pelvis: 
Uterus second degree retroversion; slight right adenexal thickening; left 
adenexa aside from ptosis of intestines is negative. Rectal tone tense. 


Note:—The patient had lived in constant fear of venereal infection for 
three years. She had had no sexual relationships. She had been contantly quar- 
relling with husband to make him assume responsibility. It was explained that 
her symptoms resulted from constant emotional dissatisfaction and some residue 
from induced abortion. The husband changed his job and mode of living. 
The patient is now five months pregnant, healthy and happy. 


For reasons of study we have divided these cases into two groups: 


1. Social maladaptation: 68 cases. 
2. Sexual maladaptation: 32 cases. 


By selecting the emotional disturbance w hick was sie motivative 
factor back of the disturbance as a means of grouping, and by mak- 
ing a comparison between the two groups we can see the similarity 
in the symptoms and findings. The percentages given in the charts 
are based on the total number of each group. The percentages in 
the discussion are an average of the combined group. 


TABLE 1: The average age was found to be about 30 years, and 
married women predominated, averaging more than one child per 
patient, while a high percentage of abortions existed in both groups. 
‘Nervousness, vaginal discharge, lower abdominal pains and uri- 
nary frequency” were given as Chief Complaints. The nervousness 
was of an “indescribable nature”, the vaginal discharge was usually 
non-irritating but because of it, the patient’s attention was directed 
to the pelvis. The urinary frequency was invariably worse in the 
daytime and when the patient felt nervous, but rarely disturbed 
the patient at night, denoting in itself a functional disorder. The 
pain in over 66 per cent of the cases was a dull, dragging pain in the 
lower left quadrant of the abdomen which was always worse when 
the patient was tired or nervous; in advanced cases this pain was 
present throughout the day, not relieved by periods of rest and asso- 
ciated with throbbing sensation in the pelvis when most severe. 


These women averaged 115 pounds, most of them showing recent 
loss of weight. Further study revealed anorexia present in over 71 
per cent. Associated with this was insomnia in practically 100 per 


cent of cases. Such a combination of symptoms would me little 


but bodily deterioration from any cause. 
TABLE 2. (hes physical findings are as follows: 


88, temperature normal. Aside from the seileaian! nad: pelvic find. 
ings the general examination was within normal limits. Practically 
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TABLE | 


SocIAL PREG- 


Starus CHIEF COMPLAINTS} WEIGHT 


AGE 


Average | Married 64.7% Vaginal Dis- Average 
Social 31.5 Yrs. 48.8% Had Preg. | charge: 66.1%] 115# 
Pains, Lower 
Maladaptation | Youngest Single Average: Lowest 
19 yrs. | 13.2% 1 Plus | Abdomen: 63.47%) “go 4 
Per Case |Urinary Fre- 
68 Cases Oldest Divorced quency: 50.0%| Highest 
13.2% Dysmenor- 169% 
Widows © rhea: 38.2% 
16% Nervous- 
ness: 69.0% 


Average | Married 36.0% Vaginal Dis- Average 
Sexual 29 Yrs. 62.5% Had Preg. | charge: 77.5%| 115# 
Pains, Lower 
Maladaptation | Youngest Single Average: | Abdomen: 69.0%| Lowest 
18 yrs. 28.4% 1.7 92# 


32 Cases Oldest Divorced ait tees quency - 25.0%| Highest 


46 Yrs. 9.3% Abortions |Dysmenor- i51i# 
50% rhea: 15.5% 
Nervous- 

ness: 84.3% 


TABLE 2 


SYMPTOMS PHysICAL FINDINGS 


: Nervousness : Tenderness In L. L. 
Social Vaginal Discharge: 73.3% 
- Abdominal Tender- ender Sigmoid: 70.6% 
re ness : Chronic Cervicitis: 64.7% 
68 Cases Anorexia: Uterus Anterior: 57.3% 
Weight Loss: Chronic Vaginitis: 50.0% 
Tired Feeling: Intestinal Ptosis & 
Insomnia: Congestion : 50.0% 
|Backache: Relaxed Outlet: 22.0% 
Constipation : Mucous Colitis: (?) 20.5% 


Insomnia: Tender Sigmoid: 65.6% 
Nervousness: Chronic Vagiaitis: 65.6% 

. Vaginal Discharge: Chronic Cervicitis: 65.0% 
a Constipation : Uterus Anterior: 56.2% 
Anorexia: Increased Gas 


32 Cases Weakness : (Menses) : 53.0% 
Weight Loss: Tenderness in L. L. 
x 37.5% 
Intestinal Ptosis & 


_|Headaches : 

Congestion : 37.5% 
Vaginismus : 25.0% 
Mucous Colitis: (?) 18.6% 
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70 per cent of all of the patients had a low, dull pain over the sig- 
moid as it passes over the brim of the pelvis; this pain was usually 
present when she was tired, and in the advanced cases it was a con- 
stant, dull, throbbing ache during all of the waking hours. The sig- 
moid, in the region of the flank was quite tender on palpation. Aside 
from increased intestinal gas, the abdomen was negative. 


PELvis:—lIn about 66 per cent of the cases there were a low- 
grade chronic vaginitis (seldom associated with trichomona in- 
fection), and low-grade chronic endocervicitis. As vaginal dis- 
charge was a major complaint, one might conclude that the emo- 
tional disturbance had little to do with the pelvic symptoms. An 
analysis showed an average of over three years of discharge be- 
fore the onset of present symptoms; in many cases the patients had 
been told of the chronic cervicitis, but it had not caused them con- 
cern and the discharge went unnoticed until after the emotional up- 
set. Then it sky-rocketed in importance, proving that when people 
are emotionally normal, minor ailments are frequently overlooked, 
but when emotionally disturbed, all symptoms are exaggerated or 
embellished. 


In over 56 per cent of the cases, the uterus was in anterior posi- 
tion, normal in size, consistency and mobility. The adnexa, aside 
from congestion, were palpable and normal, but the one outstand- 
ing finding in the pelvis, and this was present in 50 per cent of cases, 
was ptosis of intestines in the adnexal areas. This was manifest 
by feeling two or three loops of intestines in either, or usually in 
both, adnexa which were quite tender and with upward pressure 
produced or exaggerated dull ache. This ptosis, together with the 
pelvic congestion produced by it, caused the pelvic symptoms and 
the increased discharge. This syndrome was obviously due to the 
general disability of the individual. Undoubtedly, there were cases 
of broad ligament varicosities in these patients, but they were never 
so marked as to be palpable, and their duration so short that com- 
pensation was still possible. 


Mucous shreds and excessive mucous secretion in the stools were 
present in about 20 per cent of these cases. These were of nervous 
origin, and constitute functional disturbances of the colon. 


TABLE 3 :—In over 70 per cent of the cases the menstrual periods 
were regular, within 35 per cent duration of more than five days, 
the flow accompanied by clots, with discharge after the periods. 
Over 54 per cent had dysmenorrhea after the onset of acute symp- 
toms. Twenty-five per cent of these had had uterine suspension and 
appendectomy previously, and approximately 20 per cent had had 
dilatation and currettage. Not all of these operations were done to 
relieve the pelvic discomfort, but when operative procedures were 


HERN SURGEON 39 
ON 


TABLE 3 


Group MENSTRUAL History 


Previous OPERATIONS 


: Regular: 70.0% |Appendectomy and 
Social Irregular: 29.4% | Suspension : 25.0% 
Maladaptation | Discharge: 58.9% |Dilatation & 
Clots with Flow: 57.0%| Currettage: 16.0% 
66 Cuan Dysmenorrhea: 47.0% |Bil. Salpingectomy: 13.2% 
Flow Over 5 Days: 29.4% |Unilateral Oophor- 
Began After 14th. ectomy : 10.2% 
26.3% | Perineorrhaphy : 10.2% 
Had Menopause:  23.5%|Bil. Oophorectomy: 8.8% 
Hemorrhoidectomy: 7.3% 
Hysterectomy : 7.3% 
Becta Regular: 75.0% Appendectomy and 
Irregular: 25.0% | Suspension: 28.0% 
Maladaptation | Discharge: 75.0% |Dilatation & 
ae Clots with Flow: 53.0% | Currettage: 23.0% 
Dysmenorrhea: 62.5% | Hysterectomy : 9.3% 
‘ Flow Over 5 Days: 40.0% | Perineorrhaphy : 6.4% 
: Began After 14th Hemorrhoidectomy: 6.4% 
¥r.: 12.5% | Oophorectomy : 3.2% 
Cauterization : 2.6% 
TABLE 4 
Rep Bioop | WuiTE BLoop BASAL 
Group Count Count HG. | URINE) 
Social 
Average Average Av. | Neg. Average 
6,540 | 76% Plus Four 
68 Cases 
Sexual Average Average Av. | Neg. Average 
Maladaptation 3,940,000 7,381 75% Minus Three 
32 Cases 


done after the onset of the emotional disorder the conditions were 
aggravated, due to further lowering of the patient’s vitality which 


increased physical inadequacy. 


TABLE 4:—The blood picture was invariably one of low-grade 


secondary anemia with about 75 per cent hemoglobin and negative 
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urinary findings, average basal metabolic rate was within normal 
limits. 
In each group, the causes are divided into three subheads, giving = 
ifi a lly the ca se of the emotional upset as shown in Ta- | ae 


TABLE 5 | 


CAUSES RESULTS 


Social Dissatisfac- Well: 18.1% 


Maladaptation |Financial Insecurity: 36.7% |Not Improved: 17.3% 


68 Cases 


99.8% 


Sexual Sexual Maladapta- Well: 29.2% 
tion: 37.5% | [mproved : 52.2% 
Maladaptation fidelity (Husband) :37.5% |Not Improved: 18.6% 

100.0% 


The most outstanding finding in this group of cases was that af- 


tion: 45.5% | Improved : 64.6% 


In-Laws: 17.6% 100.0% 


ter a careful, detailed history, thorough physical examination, fol- __ 


lowed by a confidential talk and explanation to the patient of how — 
the symptoms might be produced by prolonged physical, nervous _ 
and emotional strain, in many instances the patient would trace the 
emotional disturbance which had upset her, and finally admit she | 
knew this had been the start of the trouble, but had not realized it 
could produce the symptoms mentioned. Once the physician was on 
the right track in explaining an emotional disturbance, the patient _ 
would invariably admit it without hesitancy, especially if the hus- 
band were present at the conference. 


As shown in the summary of these cases, practically 82 per cent 
of them were either improved or cured once they understood the | 


cause of their trouble and were aided in solving their problem and 


a normal way of living was suggested. 


One might ask why such a paper as this should be presented to a | 
group of surgeons and gynecologists. It is the surgeon and the 
gynecologist to whom these cases are sent, or to whom they present 
themselves for relief from pelvic discomfort. A majority of these 
women have been treated unsuccessfully for months or even years. 
Now they have become desperate, and it is the surgeon who must 
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give the patient some hope of relief. In 72 per cent of the cases re- 
viewed the patients had been told more than once that a pelvic op- 
eration would relieve the symptoms. As surgeons we know that 
operations are bad forms of psychotherapeutics. It might well be 
said that operation would make the majority of these patients 
chronic invalids and heap sins of commission upon surgeons. 


One might ask what particular form of treatment was instituted 
in these cases. First, the known subnormal physical conditions were 
corrected by diet, rest and medication as indicated. As the physical 
conditions were being corrected the cause of the emotional disturb- 
ance was removed, when possible, and the patients instructed in how 
to live a life commensurate with their own physical capacity, in most 
instances with excellent cooperation and improvement in 82 per cent 
of the cases. This percentage certainly is better than most surgical 
procedures offer. 


One may ask if the old statement is not true: “Once a ‘neurotic’ 
always a ‘neurotic’,” and how many five-year cures are obtained? 
A simple answer is that a great majority of patients have been sat- 
isfactorily benefited and certainly not harmed. I feel that with such 
an understanding as you can have with these patients, one may be 
dealing with a “neurotic” and she may be improved only temporar- 
ily, but I can assure you that the percentage of five-year satisfactory 
results will be higher than that we now have in the treatment of 
carcinoma of the cervix. If neurotic tendencies still persist they 
may be of a temporary advantage to the patient in helping to ad- 
just her condition. We get results that are satisfactory in these 
cases because we have given the patient an insight into her condi- 
tion, cause and effect, and have helped her to face facts, and given 
her courage to readjust herself without harm, either physical or 
mental. 


Such work does not need an armamentarian more costly than 
good common sense, patience and understanding, and an individual 
study of the person as a whole. This will be appreciated by patient 
and the results gratifying to any physician. 


CONCLUSIONS 
A group of 100 selected cases is presented. The predominant 
cause of seeking medical advice was pelvic symptoms, found to be 
the result of emotional disturbances. 


2. When the causative emotional disturbance was pointed out to 
the patient, she admitted having previously known of the trouble, 
but had not linked this with the symptoms. 


2 
> 


RGEON 


gratifying results in physical improvement. Over 82 per cent im- 
proved or eventually returned to health, the degree of improvement 
being dependent upon the ease with which the emotional factor 
could be adjusted, and desire of the patient to cooperate. 


4. Painstaking individualization of patients with proper evalua- 
tion of physical and mental factors of disease is of the greatest im- 
portance in the outcome of all cases. 
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THE MANAGEMENT OF THE HYPERTHYROID 
PATIENT 


Lioyp NoLanp, M.D. 
and 


W. N. Payne, M.D. 


roidism presenting themselves for treatment in our clinic has 
shown a steady increase. Whether this is due to a real and very 
definite increase in the occurrence of this disease in the Deep South 
or to an increasing alertness on the part of the diagnosticians may 
be open to question, but we feel strongly that the former premise 
is true. 


Modern literature abounds in able articles on the diagnosis and 
treatment of hyperthyroidism, but in spite of this, much confusion 
seems to exist in the minds of many medical men. This is evidenced 
by the advanced state in which many of these unfortunates are 
seen by the surgeon. 


If practitioners of medicine as a whole were more thoroughly 
familiar with the definite early symptoms of hyperthyroidism, the 
serious damage suffered by a large proportion of these unfortunates 
before surgical aid is sought could be avoided; and undoubtedly the 
large and increasing death rate could be tremendously reduced. Se 


Hyperthyroidism may occur at any age. In a vast number of 
patients little manifestation of glandular enlargement is found with- 
out careful and practiced examination. Therefore, fewer mistakes 
will be made if the actual condition of the gland be ignored and a 
diagnosis arrived at by a carefully considered history and an evalua- 
tion of general symptoms. 


A history of weight loss, increasing muscular weakness, restless- 
ness, irritability, emotional outbursts, the shedding of tears with 
little provocation, increased appetite and heart consciousness, is 
commonly obtained. If subsequent physical examination reveals a 
warm, moist skin; a rapid and bounding pulse; fine tremor of the 
outstretched hands; moderate elevation of blood pressure; pound- 
ing activity of the heart, often with systolic murmurs, and frequently 
even in the earlier cases, a unilateral or bilateral exophthalmos, the 
most diagnostic of all signs; and if properly done metabolic rate 
readings are reported above normal, then immediate action is 
needed. 


Read before the Postgraduate Surgical Assembly, the tenth annual meeting, of The 
Southeastern Surgical Congress, Atlanta, March 6, 7 and 8, 1939. 
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In the light of our present knowledge the only possible successful 
treatment of hyperthyroidism is surgical. It is obvious therefore 
that early diagnosis and prompt operation are most important. 
However, the methods to be used in preparing the hyperthyroid 
patient for successful operation should be thoroughly understood. 


In most instances these patients have already sustained more or 
less serious heart damage; therefore, the building up of cardiac 
reserve is the first concern. This is best accomplished by complete 
bed rest in quiet surroundings after detailed explanation to each 
patient as to why this is done. In most cases some type of sedative 
is required to secure the proper amount of sleep and to delay emo- 
tional responses. Numerous sedatives are available, but perhaps 
sodium bromide in 15 grain doses three times a day is most useful. 
In many instances certain of the barbiturates can also be used to 
great advantage, but it must be remembered that in patients with 
very marked emotional instability, in the very elderly; and in those 
with definite psychotic tendency, the barbiturates will at times pre- 
cipitate a maniacal outburst. Morphia remains the drug of choice 
in patients who are on the verge of crisis or delirium and should 
be employed in frequent and suitable dosage. 


The use of iodine in the preoperative preparation of these pa- 
tients, as first taught by Plummer, has become universally recognized 
as tremendously valuable both from the standpoint of slowing up 
metabolic processes in preparation for surgery and in the prevention 
of the severe and too frequently fatal postoperative reactions so 
common before its employment. Six to ten milligrams of iodine daily _ 
will usually be sufficient and will rarely produce the troublesome | 
iodine skin rashes frequently seen in the South as the result of large 
doses. In extremely toxic individuals or those bordering on crisis, 
larger dosage is required and when necessary may be administered — 
by rectum or intravenously as Lugol’s solution, 20 to 30 minims — 
in glucose solution. 

A high fluid intake is most important and should be ‘maintained — 
to around 2,500 to 3,000 c.c. daily. In extremely toxic cases the 
intravenous use of 5 per cent glucose solution in normal saline given 
at a rate of about 60 drops a minute is of great value in rebuilding 
the depleted glycogen reserve of the liver and in replacing the rapid 
fluid loss skin and 


ing each patient with rock candy to be taken oe a. day. 
Protein deficiency manifested by edema should be watched for. 
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ohydrates in large amounts are therefore neces- 
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Blood transfusion is most useful in replacing serum deficiency in the 
more serious cases of this type. 


A period of from seven to fourteen days of preoperative treat- 
ment is usually sufficient to furnish the necessary margin of safety 
as manifested by marked decrease in heart rate; a definite drop in 
metabolic readings; a steady gain in weight; cessation of the more 
severe nervous symptoms; and a smoothing out of the tempera- 
ture curve. 


We believe that our greatest advance in thyroid surgery has been 
obtained through relatively recent advances in anesthesia. When 
one looks back over his struggles with infiltration anesthesia, cervical __ 
block, or the combination of one of the aphysiologic inhalation anes- 
thetics with these local procedures, one can fully appreciate the 
precision methods of Lahey and Sise with expertly administered — 
cyclopropane. We rely greatly on the experience and advice of the 
physician anesthetist who routinely interviews each patient before 
operation and notes his evaluation of the anesthetic risk before giv- 
ing pre-anesthetic orders which include the proportional administra- 
tion of morphine, a barbiturate, and scopolamine, the dosage of 
each determined by consideration of age, weight, vigor, severity of 
intoxication and extent of the proposed procedure. During opera- 
tion the physician anesthetist may call attention to any important 
factor such as a rising pulse rate, changes in blood pressure, or 
increased oxygen consumption—all vital in determining the extent — 
of the operative procedure. 


A most careful evaluation of the operative risk in each patient 
is essential in determining the type of operation to be undertaken. 
With proper preoperative preparation, bipolar ligation only, as a 
preliminary to a more radical procedure, has become more rarely 
necessary; but in extremely toxic cases it should always be con- 
sidered, to be followed at periods of six weeks by right and later 
by left subtotal thyroidectomy. We firmly believe that the additional 
cost to the patient in the period of hospitalization is a small price 
to pay for added safety, for beyond question the mortality rate of 
the average surgeon can be measured by the number of stage opera- 
tions he performs. If one always bears in mind the teaching of 
Lahey—if in doubt employ the more conservative procedure—the 
mortality rates should be low. The technic of subtotal thyroidec- 
tomy has been described in minute detail by many able surgeons. 
We will attempt, therefore, to touch only on certain general prin- 
ciples. The most important of these, we believe, is adequate ex- 
posure of the operative field, obtained by wide dissection of the 
upper flap with high section of the prethyroid muscles. Such an 
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exposure permits mobilization and inward rotation of the gland, 
complete exposure of the upper poles and direct visual protection 
of the parathyroids and recurrent laryngeal nerve along with the 
posterior aspect of the gland. The most meticulous care in the con- 
trol of all bleeding is imperative. We believe that the use of very 
fine black silk for both ligatures and sutures has given us best results 
and that great care should be taken in coverage of raw surfaces and 
in muscle repair. Drainage is necessary in extremely rare instances. — 
Simple clip closure of the skin incision is the rule. : 


The postoperative care of these patients is of paramount im- | 
portance, for complications may occur with startling rapidity and 
severity. The generous use of morphine, the ice bag to head and 
precordium, and the steady, slow intravenous administration of 
5 per cent glucose in normal saline solution is routine. Iodine should 
always be continued in moderate doses. The temperature should be 
taken at frequent intervals. If cyanosis or high temperatures de- 
velop, the oxygen tent is most useful. If temperature continues to 
climb in spite of the routine procedures above outlined, iodine should 
be given by dilute drip method and blood transfusions may be useful. 
Patients without complications are usually allowed out of bed for — 
short periods on the fourth or fifth day. We feel that early activity 
is of aid in reducing pulmonary complications and vascular accidents. — 


Early diagnosis, adequate preoperative preparation, skillfully ad- | 
ministered cyclopropane anesthesia, carefully considered and meti-— 
culously performed surgery and most careful postoperative care, 
should result in an extremely low or almost negative mortality. 
Unfortunately, every surgeon is more or less frequently faced with 
cases in thyroid crisis, emaciated and far advanced cases of toxicity, 
intrathoracic goiter with acute toxicity, and patients with congestive 
heart failure and fibrillation. A certain proportion of these ad- 
vanced cases will die early in their hospitalization in spite of all 
efforts to prepare them for surgery. The timid or ill-prepared 
surgeon or the surgeon who considers his mortality figures as pre- 
eminently important, will dodge others. The master surgeon, how- 
ever, will save a surprising proportion of these otherwise hopeless 
individuals even at ortality figures. 
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Report of Two Cases 


Exum WALKER, M.D. 
Atlanta 


& Rergncion of the spinal cord occur with greater frequency than 
is commonly realized. It should be kept in mind that 80 per 
cent of spinal cord tumors are benign and easily removed. There 
are very few pathologic conditions in which the recovery is so dra- 
matic as that following the successful removal of a tumor compress- 
ing the spinal cord. Probably many cases of spinal cord tumor are 
erroneously diagnosed as tabes dorsalis, multiple sclerosis, neuritis, 
sciatica, or even “‘paralysis” and allowed to progress to complete 
paralysis before the true condition is recognized. 


About 40 per cent of patients with spinal cord tumor have pain 
as the first symptom. This is usually in the back but may radiate 
into the arms, around the trunk, or into the legs, depending on which 
nerve roots or tracts are compressed. Pain may be the only symp- 
tom for months or years before progressive weakness, numbness and 
sphincter disturbances develop. 


The following case reports are presented as typical examples of 
cases of spinal cord tumor and the results following removal: 


Case 1 
Ae Mrs. J. C., age 69, entered Emory University Hospital Sept. 13, 1937, 


complaining of pain in her back and numbness and paralysis of her legs. 


History 


1. Pain in the back at intervals since October, 1927. The patient slipped 
and fell on her back in 1927. This accident was followed by soreness in the 
lumbar region for three or four days. Afterwards she would have transient 
soreness in this region, particularly if she had been sitting for a long period 
or had been riding in a car. In 1932, she began having sudden catches of 
pain in the upper lumbar region. In 1935, this pain became severe and radiated 
into the right flank. 

2. Numbness in the legs, progressive since February, 1936. Numbness and 
tingling began to develop first in her feet and gradually spread upward to 
involve her legs and hips. 

3. Weakness of the legs, progressive since July, 1936. Because of weak- 
ness in her legs, she began to lose her balance while walking. Since April, 
1937, she had had to use crutches, and since July, 1937, she had not been 
able to walk at all 

4. Sphincter disturbance since May, 1937. She developed urinary fre- 
quency and incontinence; and beginning August 15, 1937, she had several 
involuntary bowel movements. 
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5, Cramping pains in both hips and legs since Aug. 1, 1937. Cramping _ F 
pains in her hips and legs increased in frequency and severity, and caused 
considerable distress. 


Meningiome 


Fig. 1. Spinal cord compressed by an intradural extramedullary meningioma. 
Note the attachment to the nerve root. Following the removal of the tumor the 
function of the spinal cord recovered completely. Case 1. 


severe cramping pains in her lumbar ‘tegion, both hips and oi 
Motor Disturbances: There was almost complete paralysis of the legs. She 

could hardly move her toes and could lift neither foot from the bed. Bs 
Reflex Disturbances: The abdominal reflexes were absent and the knee jerks 

were equally hyperactive. The ankle jerks and plantar responses were absent. _ 


Sensory Disturbances: There was practically complete loss of sensation over Ef 
the lower extremities and abdomen below the tenth thoracic cutaneous distri- ve 
bution. (See fig. 2, a). Vibratory and position senses were lost. 

Lumbar Puncture: There was a complete block of the spinal canal as shown > 
by a positive Queckenstedt test. 

X-ray of the spine following the injection of air into the lumbar spinal 
subarachnoid space showed the air to be blocked abruptly opposite the lower | 
border of the tenth thoracic vertebra. 

Clinical Impression: Intradural, extramedullary tumor, opposite tenth 
thoracic vertebra, probably a meningioma. 

Operation on Sept. 16, 1937: A laminectomy was performed opposite the — 
tenth thoracic vertebra. On opening the dura, an extramedullary tumor 2.5 
cm. in diameter could be seen compressing the spinal cord from a position 
posterior and on the right side. The tenth thoracic spinal nerve root on the 
right side was firmly attached to the tumor, and had to be cut above and below 
the tumor. The tumor was easily dissected out of its bed without any bleeding 
and without damaging the spinal cord. 


Pathologic Report: Meningioma. 
Result: The return of function was striking. At the time she left the hos- 
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pital, fourteen days after operation, she could move her feet much better, 
sensation had almost completely returned, and she had bladder and rectal 
control. 


Fig. 2. First case. 
a) Sensory chart showing the area of anesthesia. 
b) X-ray showing the level where the flow of lipiodol in the spinal canal was 
completely blocked by the tumor. 
) Stained section of the tumor showing the typical appearance of a meningioma. 


On Dec. 15, 1937, she returned for follow-up examination. Her spinal 
cord function had completely recovered. She could walk well, and her neuro- 
logic examination was entirely normal. Eighteen months after operation, on 


March 15, 1939, she wrote that she had remained well. 


CasE 2 
Mr. H. B., age 38, entered Emory University Hospital May 21, 1938, 


complaining of pain in his back and progressive weakness and numbness of 
his legs. 
History 

1. Pain in the back since the summer of 1936. Two years ago (in 1936), 
he began to have an occasional throbbing feeling in his back between the 
shoulder blades. He was awakened on the morning of April 13, 1938, by a 
persistent dull pain between the shoulder blades which became progressively 
worse. Beginning May 15, 1938, the pain radiated around the chest following 
the course of the sixth rib on each side. 

2. Numbness of the legs, progressive since May 4, 1938. Since 1936, he 
had noticed that his feet and legs would “go to sleep” easily. On May 4, 1938, 
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for the first time he noticed persistent numbness of both feet. The numbness 
increased progressively and gradually ascended to the mid-thoracic level. 


3. Numbness of the legs, progressive since April 11, 1938. On this day 
he began having difficulty in walking because of weakness of his legs. The 


Fig. 3. The spinal cord compressed by an extradural granuloma. Note how the 

construction of the dura was released as an incision was made through the con- 

stricting tissue. Following the removal of this tissue the function of the spinal 
cord recovered completely. Case 2. 


weakness gradually increased, and beginning May 17, 1938, he could no 
longer walk. 

4. Sphincter disturbance since May 17, 1938. Since that date, he lost 
control of his bladder and rectum. He voided small quantities of urine fre- 
quently, and his bowels moved without his knowledge. _ aie 


PuHysiIcAL EXAMINATION 


bs process of the icth dorsal vertebra caused exaggeration of his pain 
with radiation around the chest. 


Motor Disturbances: There was almost complete paralysis of his legs. He | 
could move his toes slightly and had some ability to move his legs but he could” 
not lift either leg from the bed. 

Reflex Disturbances: The abdominal and cremasteric reflexes were absent. 
The knee jerks were barely present; the ankle jerks were absent. There was _ 
slight flexion of the toes in response to plantar stimulation. : 

Sensory Disturbances: There was a complete loss of all sensation below the 
sixth thoracic rib where there was a narrow band of hyperesthesia (fig. 4a). 
There was a loss of vibratory and position senses in the lower extremities. 

Lumbar Puncture: The initial pressure was 160 mm. There was a com- 
plete block of the spinal canal as shown by a positive Queckenstedt test. After 


The patient was a well developed but thin man complaining of pain in his 
back radiating around the chest and numbness and paralysis of his legs. There 
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cells per c.mm. in the spinal fluid removed, and the total proteins were 
218 mg. percent. 

X-ray of the spine following the injection of air into the spinal subarach- 
noid space showed the air stopped abruptly opposite the lower border of the 


Fig. 4. Second case. 
(a) Sensory chart showing the area of anaethesia. 
(b) X-ray showing the level where the flow of lipiodol in the spinal canal was 
completely blocked by the constricting collar of granulation tissue. 
(c) Stained section of the tissue removed showing the cellular reaction typical 
of granulation tissue. All stages of acute and chronic inflammatory reaction 


were found. 


fifth thoracic vertebra. Following the injection of | c.c. of lipiodol, the canal 
was shown to be blocked at the same level (fig. + b). The oil was halted in 
a dentate fashion. 

Clinical Impression: Extradural tumor opposite the sixth thoracic vertebra. 

Operation May 24, 1938: Laminectomy was performed opposite the sixth 
thoracic vertebra, exposing about 6 cm. of the dura. For a distance of about > 
4.5 cm., the dura was constricted by a collar of reddish friable tissue resembling 
granulation tissue. When this tissue was incised, the dural canal could be 
seen to expand and commence to pulsate. This abnormal tissue was removed 
and the dura was not opened. 

Pathologic Note: A stained smear of the fresh tissue revealed many lympho- 
cytes and plasma cells, but no organisms. There was no growth from the 
culture after five days. Guinea pig inoculation and special cultures for tuber- 
cle bacilli gave negative results. Stained sections showed granulation tissue 
depicting all stages of acute and chronic inflammatory reaction. 


f spinal fluid, 
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athologic Diagnosis: Granuloma. 


Result: The cord function began to improve almost immediately after 
a operation and continued progressively. By the time of discharge on June 25, 
2 1938, he could move his legs fairly well, and could lift both legs from the 
bed. His numbness had decreased considerably, and he had complete control 
of his rectum and bladder. 

On Sept. 3, 1938, he returned for check-up. He had continued to improve 
steadily. He carried a cane, but did not use it much. He walked with a 
slightly wide base. He had sensation everywhere, but his legs still felt ah 
at times. His strength in his legs was almost normal. He had perfect — 
of his bladder and rectal sphincters. 

On Feb. 5, 1939, neurologic examination was normal. He walked normally 
without a cane and said he could walk three miles. He had been working 
forty-four hours a week for the past four months in a mill. 


SUMMARY 


- Spinal cord tumors occur with greater frequency than is com- 
monly realized, often being erroneously diagnosed until complete — 
paralysis has developed. Since the recovery is dramatic after the 
successful removal of a spinal cord tumor, the possibility of such - 
tumor should be kept in mind. es 


These two cases are reported to illustrate the clinical picture 
resulting from spinal cord the possible 
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UROLOGIC SURGERY IN 


MerepitH F. CampseE tt, M.D. 
Professor of Urology, New York University College of Medicine 


New York 


UCCESSFUL surgery in the young is utterly dependent upon a 
comprehensive appreciation of the special physiologic problems 
peculiar to childhood. In other words, a child is not a miniature 
adult. Structural and metabolic processes in the young are easily 
disturbed, and serious changes are readily induced sometimes by 
comparatively small surgical insults. Yet because of the rapid struc- 
tural growth and development during the early years, the constitu- 
tional resiliency of the child—if we may use this designation—is 
correspondingly greater. Exempt from tissue changes and diseases 
peculiar to advancing years, surgical wounds in children tend to 
heal rapidly. 

Alterations in fluid, salt and sugar balance are the principal 
etiologic considerations in metabolic disturbances. The metabolic 
balance in the child is so delicate that a 10 per cent loss of body 
fluid is a serious matter and a 20 per cent loss is usually fatal 
(Myer). Acidosis may be a prominent manifestation in dehydra- 
tion, in starvation, and in urinary antisepsis dependent upon the 
achievement of high urinary acidity. The last is best exemplified 
in the employment of ketogenic diet therapy or the administration 
of mandelic acid with additional urinary acidulation by ammonium 
chloride, hydrochloric acid and so forth. Alkalosis is apt to develop 
only with continuous loss of chloride through persistent vomiting. 
Fortunately, the administration of glucose and saline solutions may 
be relied upon to correct disturbances consequent to acidosis or 
alkalosis. Vitamin A is believed to assist the body to combat infec- 
tion; yet egg yolk, butter and milk which are rich in vitamin A are 
usually a generous part of the child’s diet. 


It is desirable that the surgeon have an adequate concept of child 
psychology; he will have early learned the futility of deception in 
the management of young patients. If children are treated in a 
straightforward matter-of-fact manner without babying, without 
deception and with a reasonable explanation or indication of what 
the treatment is to be, nearly all will satisfactorily acquit themselves. 


Most urologic operations in early life are made necessary by 
congenital malformations or the complications thereof. Bladder 
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Read before the Postgraduate Surgical Assembly, the tenth annual meeting, of The 
Southeastern Surgical Congress, Atlanta, March 6, 7 and 8, 1939. 
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exstrophy, hypospadias, epispadias, undescended testicle and ectopic 
ureteral opening are ready examples. In most cases of chronic 


urinary infection which require surgical treatment for cure, con- _ 


genital obstruction at some point in the urinary tract will be demon- 
strated as the principal predisposing factor in the perpetuation of — 
the infection. 


Recognition of the conditions which children withstand poorly 
and proper protection against these conditions will greatly decrease 
both postoperative morbidity and surgical mortality. The most im- 
portant of these deleterious conditions are: 


1. Loss of body fluid: This has been previously considered 
under metabolic disturbances. Loss of body fluid is therapeutically 
combated by a large fluid intake by mouth, rectum, hypoderm- 
oclysis, intravenous infusion, or intraperitoneal injection, according 
to necessity and facility. Tap water is given by mouth. Physiologic 
saline with glucose or sucrose sufficient to make a 5 to 10 per cent 
carbohydrate concentration is given by needle; sucrose is the better 
diuretic. As much as one-sixth of the body weight of the child can 
be given by infusion at one time. In infants the fluid intake should 
be at least 150 c.c. per kilogram of body weight and in older children 
at least 75 c.c. per kilogram of body weight is indicated. In vomit- 
ing, dehydrated, severely ill infants, I have found the continuous 
intravenous infusion method of Brush extremely valuable. At the 
rate of 40 drops per minute, five ounces flow in one hour. Water- 
logging of the body as evidenced by edema at the bases of the lungs 
or elsewhere is unlikely to occur in a child in the absence of serious 
cardiac or renal disease. 

2. Loss of blood: The loss of even a small amount of blood is 
a serious matter in an infant. The ratio of blood to body weight 
in a child is 1:20 and in an adult 1:13. The loss of 1 c.c. of blood 
in a ten pound infant is the volumetric equivalent of 18 c.c. in a 
150 pound man. In this same ratio the loss of one ounce of blood 
by the infant is the equivalent of 560 c.c., or a pint of blood, in 
the adult; the loss of this much blood by an adult on any operating 
table is always notable. Yet these figures fail to convey the dispro- 
portionate gravity of blood loss by the young. Fortunately, trans- 
fusion of whole blood will compensate in most cases for blood lost 
or lacking. Transfusion therefore is employed to combat: (1) a 
low red cell count, (2) low hemoglobin, or, (3) low blood pressure 
consequent to bleeding, acute or chronic disease, or poor health; 
(4) coagulation difficulties as seen particularly in jaundice and 
hemophilia; the administration of blood is moreover an excellent 
tonic for any debilitated individual. A transfusion dose of 20 c.c. 
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of whole blood per kilogram of body weight, or one ounce (30 c.c. 
per three pounds, can usually be given to a child. 


3. Loss of body heat: This is disproportionately great in the 
young; the body surface of a ten pound baby is relatively twice that 
of a 150 pound man. The loss of body heat is predominantly an 
operating room problem, but the child must be kept comfortably 
warm during the entire surgical course—preoperative, in the operat- 
ing room, and postoperative. It is my practice to have a moderately 
warm electric pad under the patient on the operating table, par- 
ticularly when young children and the aged are being operated upon. 

Too much heat with consequent perspiration and dehydration are 
to be avoided, and for this reason only non-electric operations 
should be performed during very hot weather. 


4. Trauma: The ill effects of non-surgical trauma are well 
known, but less well appreciated are the potentially disastrous 
results of surgical trauma—mauling, dragging and tugging on the 
tissues. The advantages of gentle traction and careful dissection 
with complete hemostasis will be readily demonstrated during the 
convalescent period; not a few children have been killed by thought- 
less surgical trauma. The weight resting of an assistant leaning on 
the child’s chest during operation may seriously handicap recovery. 
Operating under local anesthesia is an excellent teacher of respect 
for tissues. Children do not stand prolonged operations as well 
as adults; a multiple stage procedure should be considered whenever 
the surgical treatment is likely to take more than one hour. 


Hunger, pain and shock are also poorly borne. 


5. Anesthesia: Young patients withstand anesthesia poorly and 
prolonged anesthesia may be fatal. Open drop ether is the anes- 
thetic of choice for most children. Anesthesia given by closed 
methods is to be avoided in children because of the grave danger 
of anoxemia and the severe metabolic disturbances it may engender. 
Yet I have recently performed nephrostomy in a seven month old 
child under cyclopropane anesthesia—the choice being the anes- 
thetist’s, not mine. ea 


Choice of time to operate: Because children are much better | 
risks after 24 months of age, selective operations should be post- 
poned until after the second birthday whenever such postponement 
will not jeopardize the child’s welfare. Long operations should 
likewise be postponed whenever possible until the child is older. 
As a rule, it is advisable to operate on the child in the morning at 
which time he will be rested and in better condition than later in the 
day. The incidence of respiratory Seenpucetont't is greatly increased 
during the late winter months. __ 
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Preparation of children for operation: Most operations in the 
young are procedures of choice rather than emergency; ample time 
should be taken properly to prepare the patient for the surgical 
session. A careful physical examination together with urinalysis 
and blood count are essential. I have had several children moved 
to the contagious hospital within 24 hours before scheduled opera- 
tion; one of these with diphtheria died. Careful investigation should 
disclose incipient respiratory infection, and dehydration should be 
combated by a large fluid intake. In urologic patients we are 
especially interested in the renal function as revealed by blood 
chemistry estimations (non-protein nitrogen or urea nitrogen, crea- 
tinin,) and by the phenolsulfonphthalein test. Urea clearance tests 
are rarely necessary in this group of cases. Estimation of the carbon 
dioxide combining power of the blood plasma will indicate the 
existerice of acidosis or alkalosis. In this connection it is well also 
to determine the blood chloride and blood sugar levels. . Food inges- 
tion should be maintained until six to ten hours preoperative in an 
older child and until two hours preoperative in an infant. Starva- 
tion favors the development of acidosis. 


We would caution against over-preparation of the child for opera- 
tion. Psychologically and physiologically it is bad. Preoperative 


purgation is to be condemned—chiefly because of the consequent 
dehydration. In young children an enema is preferable to a cath- 
artic; in older children a mild laxative such as milk of magnesia or 
a small dose of castor oil can be employed. 


Care of the patient in the operating room: Every effort must be 
bent to conserve heat, blood and fluids. The operating room tem- 
perature should be 80 to 85° F. and the patient kept well covered 
except for the operative area. Accessory heating by hot water bottle 
or electric pad is advisable except in hot weather. Since children 
stand anesthesia poorly, everything should be in readiness for opera- 
tion before the anesthetic is started. The use of local anesthesia 
by injection of procaine can often be successfully employed for 
operation in cooperative patients, and, in my own work in children, 
_ the use of caudal injection for transurethral operations has almost 
replaced general anesthesia. Open drop ether anesthesia has been 
approvingly mentioned. I have frequently employed avertin rectal 
anesthesia in the young, but largely for psychologic reasons since it 
permits the child to fall asleep and to awake in his own room. 
_ Evipal intravenously given in 10 per cent solution is extremely useful 
_ for short instrumental procedures; and I have used it in more than 
300 children varying in age from 8 weeks to 12 years. I do not 
employ it for major operations. Gas anesthesia is usually to be 
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avoided because of the danger of anoxemia, and chloroform is dan- 
gerous because of its toxicity. 


The importance of surgical gentleness and hemostasis has been 
previously mentioned. With due respect in the operating room for 
the delicacy of the young body being operated upon and with cor- 
responding gentleness and operative speed, the surgical mortality 
and morbidity in infants and children can be decidedly reduced. 


Postoperative treatment: Here the administration of fluids 
(blood, water, glucose and saline) and accessory body heating will 
do much to minimize postoperative morbidity. Under no condition 
should the child be left unattended until he has fully awakened from 
his anesthetic. 


Complications of urologic surgery: Some are avoidable; others 
are not. Potential postoperative complications are e chiefly indicated 
in the following tabulation: eee 


CircuULATORY SySTEM 


Shock 

Hemorrhage 
Thrombosis, embolism 
Cardiac, rare in children 
uremia 

dry tongue 
Oliguria } stupor 

Anuria_ hiccup 
vomiting 
[coma 


RESPIRATORY SyYsTEM 


Bronchitis 
Pneumonia 


GASTROINTESTINAL SysTEM 


Hiccup 
Distention, acute gastric; intestinal 
Ileus (reflex or adynamic) 


RENAL 


Infection 
Insufficiency 


Acidosis (with or without uremia) 
Alkalosis 
Rupture OF INcIsIon (often with evisceration ) 


SuppEN DeatH UNDER ANESTHESIA 
Post mortem examination shows large thymus with lym- 
phatic hypertrophy. Status lymphaticus. 


: 


Urologic operations performed most often in children are con- 
sidered briefly in the following paragraphs: 


Circumcision is the commonest urologic operation and, except for 
religious reasons, is indicated for phimosis which prevents the 
prepuce from being freely retracted. Chronic dermatitis of the 
preputial margin also calls for circumcision. Postoperative infec- 
tion and bleeding rarely merit serious consideration, yet some cases 
have been reported of fatal hemorrhage following ritualistic circum- 
cision in boys with hemorrhagic disease of the newborn. 


Meatotomy should be much more widely employed than in the 
past. It is indicated by the congenitally small meatus which does 
not readily respond to dilatation with sounds. The ulcerated meatus 
is a phase of congenital stenosis rather than ammoniacal diaper. 
Here the small meatus becomes encrusted, agglutinated, and with 
cracking or dislodgement of the crust, bleeding ensues. Passage of 
the urine is likely to be extremely painful and frequently these young 
boys cry on urination. Yet meatotomy and the maintenance of an 
adequate meatal caliber is regularly curative. Frequently also the 
female urethral meatus is the site of an identical congenital narrow- 
ing but without ulceration. As a rule dilatation with sounds suffices, 
but in some instances meatotomy must be employed. 


Hydrocele in the young is usually of the tunica vaginalis and gen- 
erally disappears spontaneously within two years. If the hydrocele 
is congenital and is connected with the peritoneal cavity, operation 
rather than tapping or injection is indicated and surgical treatment 
should be employed when tense hydrocele seems likely to cause 
pressure atrophy of the testicle. Hydrocele is often associated with 
hernia, especially of the canal of Nuck in girls; treatment is surgical. 


Hypospadias. Balanitic hypospadias rarely requires treatment 
other than maintenance of an adequate caliber of the meatus by 
dilatation with sounds. Most balanitic hypospadias is best left 
alone. Penile and pseudoperineal hypospadias require surgical treat- 
ment; the preliminary operation to correct congenital chordee may 
well be performed at the end of the first year to permit maximal 
penile development. By this operation the contracted fibrotic cord 
which represents the undeveloped corpus spongiosum and causes the 
congenital chordee is excised. At five or six years of age, and 
depending on the growth of the genitalia, the plastic corrective pro- 
cedure is carried out. I prefer the Ombredanne pouch type of 
operation because it does not require suprapubic cystotomy, and the 
chances of fistulization along the course of the newly constructed 
urethra are greatly reduced. Yet the Bucknall and the Thiersch 
operations are also popular. In deep scrotal pseudovaginal hypo- 
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spadias it is frequently necessary to perform two or more operations 
to construct a urethra to the desired location on the glans. The 


administration of anterior pituitary-like hormone during the period 
between operations will sometimes accelerate genital growth. 


Cryptorchidism, or improperly descended testicle, afflicts about 
3 per cent of all boys and should be treated conservatively by hor- 
mone injection (anterior pituitary-like substance from pregnancy 
urine) except when hernia co-exists. Unfortunately the high inci- 
dence (30 to 90 per cent) of congenital hernia in these cases has 
been inadequately considered in the initial enthusiasm for the hypo- 
dermic administration of hormone. When hernia complicates cryp- 
torchidism, treatment is properly surgical and hormone injections 
should be employed only as adjuvant in the surgical treatment. I 
have seen boys with cryptorchidism complicated by hernia who had 
received hormone worth hundreds of dollars—in one case over 
$2,000—in an attempt to correct the anatomic defect, and despite the 
fact that in one of these cases the hernial ring admitted two fingers. 
If the surgical criterion of complicating congenital hernia is ob- 
served, relatively few cases will be treated by hormone therapy 
alone. Yet hormone treatment is extremely valuable in those cases 
when given for a month preoperatively to stimulate enlargement of 
the undescended testicle; the surgical treatment is thereby tech- 
nically facilitated. Preoperative injections of the hormone will 
often cause an intra-abdominal testicle to push its way into the 
internal ring and become surgically more accessible. 


In unilateral cryptorchidism the operation should be carried out 
before the age of 8 years, at which time pubertal changes start. It 
has been adequately demonstrated that (1) the scrotum functions 
as a testicular radiator and (2) the atrophy which regularly occurs 
in testes situated in the warmer surroundings of the abdominal 
cavity is due to the increased heat itself. In animals experimentally 
rendered intra-abdominal cryptorchid, the regressive testicular 
changes disappeared when the glands were replaced in the some- 
what cooler surroundings of the scrotum. In addition to the prob- 
lems of (1) hernia and (2) fertility presented by cryptorchidism, 
early correction of the condition should be accomplished to prevent 
(3) testicular gangrene consequent to torsion of the spermatic cord 
and (4) strangulated hernia. The probability that malignant tumor 
will involve the maldescended organ is indeed slight. The Torek 
two-stage operation is my choice, and, together with its modifica- 
tions, has largely replaced the once widely employed procedure at- 
tributed to Bevan. 


Ninety per cent of patients with bilateral cryptorchidism are sterile 
and in these cases the operation should be carried out between the 
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ages of 2 and 4 years to give anomalous organs a chance for develop- Eee 
ment in their normal intrascrotal site. Hormone therapy should be | 
currently administered in these cases. 


In congenital valves of the posterior urethra, congenital hyper- 
trophy of the verumontanum and congenital contracture of the blad- 
der neck the obstruction can usually be readily eradicated by trans- 
urethral electro-excision under caudal anesthesia, using the writer’s 
miniature resectoscope devised for this purpose. When the obstruc- _ 
tion is removed by this method bleeding and shock are negligible. | 
The management of these cases is analagous in all respects to that 
employed in the various types of prostatic obstruction encountered 
in adults. This implies the preliminary institution of free urinary 
drainage by indwelling catheter or by suprapubic cystotomy until 
improvement in renal function and the general physical condition — 
of the patient warrant removal of the obstruction. In my book are 
given the chemical and therapeutic details of 63 cases of posterior 
urethral valvular obstructions and 41 cases of congenital contracted 


Exstrophy of the bladder. Ureterosigmoidostomy is the accepted _ 
treatment of this condition to be carried out in the absence of a) 


tients have only to face a life of social ostracism and a relatively 
early death from renal infection. The last is usually the cause of — 
death in unsuccessful ureterosigmoidostomy; yet check-up examina- 
tions by excretory urography commonly reveal remarkably slight 
dilatation of the pelves and ureters. Most children subjected to | 
ureterosigmoidostomy have been between the ages of 3 and 5 years, — 
yet during the past year Higgins has reported successful operation 
in six children less than one year of age. Recently I performed this | 
operation on a seven month old boy with vesical exstrophy, but 
fatal postoperative pneumonia ensued. The Coffey operation is at 
present the most popular procedure and has largely replaced direct 
implantation into the sigmoid of the ureteral orifices and adjacent 
vesical mucosa. The ureters having been successfully transplanted, 
the bladder mucosa is subsequently and completely excised. As a 
rule the genital structures are too deformed to warrant plastic — 
correction. 


Nephrectomy is the most common operation on the kidney in 
children and is indicated by tumors, pyelonephritis not amenable 
to medical therapy, pyonephrosis, irreparable hydronephrosis, ad- 
vanced calculous disease, uncontrollable bleeding due to injury or 


+. 
es bladder neck, and since this publication I have observed several of ce 
other examples. 
ee ureteral dilatation, renal infection and unfavorable general physical | 
= condition. Unless ureterosigmoidostomy is carried out these pa~ 
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nephritis (especially polycystic disease), and large solitary or para- 
sitic cysts or urinary fistulae. In debilitated patients infected hydro- 
nephrosis or pyonephrosis is often best treated by nephrostomy pre- 
liminary to nephrectomy—a two-stage procedure. The highest mor- 
tality following nephrectomy occurs in the group of tumor cases, 
but here intensive preoperative irradiation of the growth will not 
only greatly diminish its size but will greatly facilitate its mobili- 
zation and removal. 


In about half of the cases of hydronephrosis consequent to vascu- 
lar (aberrant) compression of the upper ureter, division of the 
vessels or plastic pelvic procedures to circumvent the obstructing 
vessel will save the kidney. In the remaining cases advanced renal 
destruction associated with delayed diagnosis demands nephrectomy. 
In 24 cases of vascular obstruction of the ureter, I was able to save 
the kidney in 13 cases. 


Renal calculous disease in the young may require pyelotomy or, 
most often, nephrectomy. 


Unilateral renal tuberculosis is a surgical condition to be treated 
by nephrectomy; bilateral renal tuberculosis is a sanatorium problem 
offering a hopeless prognosis. In reduplicated or double kidney with 
involvement of but half, most frequently encountered in ureteral 
reduplication with stricture or ectopic opening of one ureter, renal 
resection or ureteroheminephrectomy will permit half of the kidney 
to be salvaged. 


Horseshoe kidney with involvement of half is corrected by resec- 
tion at the renal isthmus and heminephrectomy. I have twice per- 
formed this operation, in girls of 5 and 8 years of age, and each 
time for massive hydronephrosis caused by ureteropelvic junction 
stricture. 


In resume: The mortality in surgery of the ureter and kidney in 
all types of pathology in children will be about 15 per cent. Yet 
three-fourths of the deaths will occur in children operated upon 
because of renal tumor, an extensive perirenal abscess or severe 
renal trauma. Shock and sepsis will take most of these. 


Relatively few adrenal tumors in children have been subjected to 
operation. I have found neuroblastoma of the adrenal to be half 
as common as the Wilm’s embryoma of the kidney (adenomyosar- 
coma). Unfortunately, the growth can rarely be satisfactorily 
excised nor does it respond to radiation therapy. Adrenalectomy 
for cortical tumors producing morphologic body and sexual changes 
has been performed in only a few cases. I have recently surgically 
demonstrated bilateral adrenal hyperplasia in an 8 year old girl with 
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adrenogenital syndrome; each adrenal biopsy specimen was other- 
wise normal. It is anticipated that the present increasing interest 
in adrenal pathology, particularly in its relation to urogenital prob- | 
lems, will cause a fairly large number of adrenal tumors to be dis- 


covered at a time favorable for surgical treatment. 


SUMMARY 


Some of the outstanding features of urologic surgery in children © 


have been briefly presented. Although the technical aspects of this — 
treatment simulates that employed in adults it must ever be borne 
in mind that the young patients are different and merit more precise 
attention, particularly as concerns metabolic processes. The young © 
stand poorly loss of fluids, blood, and heat and may be killed by 
careless surgical trauma. Yet with proper attention to the details 
herein suggested the incidence of mortality and morbidity in urologic 
surgery in the young will compare favorably with that observed in 
adults. In my experience it has been lower. SA 
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THE MORTALITY OF APPENDICITIS— 
A National Disgrace 


Mont R. Rem, M. D. 
Cincinnati, O. 


UPPOSE you were to see in large headlines in your morning 
paper “Sixty-five Die from Appendicitis in the Past Twenty- 
Four Hours’. Would you believe it? Yet, if you were to see that 
same headline every day for a year you would have an approxi- 
mately correct idea of our appalling national death rate from ap- 
pendicitis. The annual toll from this disease is between twenty and 
thirty thousand people, and the victims are mostly young, healthy 
adults. Throughout our country these deaths more than equal one- 
half the automobile deaths which merit daily headlines in our pa- 
pers. A railroad wreck, a mine disaster or theatre catastrophe 
which kills twenty-five to fifty people arouses the sympathies and 
horror of all our people. And then it is followed by a serious in- 
vestigation to prevent a recurrence. We believe in this because we 
think it may lead to measures to prevent accidental deaths. 


It takes a long time before a similar national attitude is devel- 
oped toward the so-called diseases of man. Yet, already, a few of 
these have been rescued from the category of unavoidable hazards 
of life. A mild outbreak of typhoid fever, small pox, diphtheria, 
yellow fever and a few other diseases arouses public and profes- 
sional interest to a high pitch for everybody knows that something 
to stop the outbreak can and must be done, and is primed to let the 
blame come to rest where it will. It is within the memory of many 
of you when the toll of these diseases was regarded as unavoidable; 
where deaths due to them were rarely mentioned in the public press. 
None of us doubts that the progress of medical science will soon 
turn over other diseases to the pitiless scrutiny of an aroused public 
sentiment. And whenever such an occasion arises it is unthinkable 
that every honest citizen will not support it. 


Has the time arrived for some such public attitude toward the 
problem of appendicitis; has it been long overdue; or is it yet in the 
future? At any rate, I can see no harm in discussing our national] 
and professional attitude toward the death toll of appendicitis. 


There are some facts which make me question whether the prob- 
lem of appendicitis can ever be solved solely by the increased efti- 
ciency and skill of the medical profession. In 1900 it is estimated 
that we had a death rate of 8.8 per 100,000 population and in 1930, © 
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15.8 per 100,000. At the present time we have the highest death 
rate from appendicitis of any civilized country in the world. While 
our rate has increased, Sweden has decreased hers to less than 3 per 
100,000 population. Among the factory workers of Birmingham, 
England, the rate is less than 2 per 100,000. And in Philadelphia, 
the death rate is more than one-third less than in many of our other 
cities. No one can say that Philadelphia’s doctors are that much 
better, that the professional efficiency of Sweden so far exceeds ours 
or that the general average of our professional ability has not in- 
creased in the past thirty years. The recent flood of our medical 
literature regarding the treatment of ruptured appendicitis is a sad 
commentary upon our national intelligence, for it seems to counte- 
nance the ever presence of a condition which rarely occurs in many 
places and many countries. With an intelligent medical profession 
and an intelligent public, it should not occur. 


There seems always to be an unavoidable lag between the time 
of the discovery of scientific knowledge and the time of the public’s 
maximum benefit from it. Many years ago it was scientifically 
proved that an acutely inflamed appendix should be removed be- 
fore it ruptured, and the giving of purgatives for acute appendicitis 
increased the mortality, that the death rate was less in the hands of 
well-trained surgeons. Yet, while, with adherence to these tenets, 
other countries and some places have reduced markedly the death 
rate of appendicitis, our national death rate has risen rapidly. It is 
obvious to me that this lag is too long; there must be some way 
whereby this gap between scientific knowledge and the public’s bene- | 
fit from it may be narrowed. : 


In order to do this it is necessary to review briefly some statistical — 
facts concerning appendicitis in order to arrive at the causes of ~— 
disgracefully high death rate. From the reports of many large clin-— 
ics it is safe to say that the death rate from operating upon cases of © =e 
unruptured appendicitis can be and should be less than 1 per cent. 
In our own clinic this rate for nineteen years was 0.86 per cent, while — 
in the latter part of this period i it was 0.51 per cent. Similar figures — 
are reported from other institutions. Yet, our mortality rate for all 
cases during this period was 6.3 per cent. In other words over 98 
per cent of our deaths were due to the complications accompanying ~ 
perforation of the appendix. This experience is not far off from — 
what is happening throughout our country. The obvious conclu-— 
sion is that appendicitis is causing at least ten times as many deaths 
as it would if all cases received competent surgical treatment prior | 


to perforation of the appendix. 


Now, as every doctor knows, the incidence of perforation bears 
a direct relation to the average elapsed time between onset of symp- 
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toms and operation. For example, in our own series where the in- 
cidence of perforation was 42.5 per cent, the average elapsed time 
for all cases was 91.2 hours. On the other hand in Philadelphia, 
where the average elapsed time was reduced to 49% hours in 1932, 
the incidence of local or spreading peritonitis was reduced to 26 per 
cent (Bower) and the total mortality to about one half that of our 
series. Thus, delay in operating appears to be the most important 
single factor in the causation of our scandalously high death rate 
from appendicitis. If all operations for acute appendicitis could be 
performed within 24 hours of onset of symptoms, there would be 
few perforations and our death rate would be immediately cut by 
75 to go per cent. 


If we do not consider the inevitable mistakes of diagnosis which 
appear to be unavoidable, I can think of only three reasons for the 
long delays in treating acute appendicitis: First, failure of patients 
to seek medical advice soon after the onset of symptoms; second, 
refusal of patients to submit to early operations, and third, the 
gambling of doctors on the outcome of the disease. While the first 
of these is admittedly the most important, there can be little ques- 
tion that the third plays a considerable part in the delay. Based on 
Collins’ report in April, 1938, only 58.1 per cent of the cases diag- 
nosed as appendicitis are subjected to surgical treatment. If the 
diagnoses were made, as I assume from the report, by physicians, 
then it is not difficult to figure out for yourselves the high incidence _ 
among our profession of gambling with the disease. This incidence 
is probably higher than 42.9 per cent, for the gambling usually 
ceases sometime after the appendix ruptures and the public then — 
takes the rap for a high death rate following operations for appen- 
dicitis. I use the term gambling advisedly, for I do not believe it 
possible to predict with any degree of certainty the outcome of an 
attack of acute appendicitis. 


Another factor in our high death rate from appendicitis is the fre- 
quent use of purgatives in cases of appendicitis. The cause for this 
is largely the ignorance of the public as well as the high-pressure 
salesmanship of manufacturers of cathartics who rarely, if ever, 
warn people that in case of abdominal pain they should not take 
their products but call a doctor. Fortunately it appears that doc- 
_ tors now rarely prescribe them for appendicitis except in cases of 
_ mistaken diagnosis. Yet, in 1932 there were fifty-five physicians in 
_ Philadelphia who prescribed laxatives to fifty-five patients suffer- 
ing with appendicitis. The death rate in these cases was double 
that of cases not receiving laxatives, which is in keeping with an ex- 
tensive study of the effects of laxatives upon the mortality rate of 
_ appendicitis. Even Hippocrates, in 400 B. C., warned that laxa- 
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tives were dangerous when used in cases of sharp abdominal dis- 
ease. 


A third factor in our high death rate from appendicitis is the too 
frequent use of large of exploratory laparotomy incisions when op- 
erating for acute appendicitis. They result in unnecessary trauma- 
tization of the intestines in the presence of the infection and, be- 
sides, certainly add complications to the problem of wound healing. 
In the series of 3,000 cases of appendicitis we reported, the death 
rate was immediately almost halved when the technic of operating 
was abruptly changed from a rectus to a McBurney incision. 


A fourth factor in the high death rate is the growing tendency 
to regard appendectomy as a minor surgical undertaking which may, 
with equal safety, be performed by the “occasional operator”. This 
should be universally condemned for, to quote McKenna, “There 
is no operation in the whole realm of surgery which may demand 
greater exercise of surgical skill and judgment’’. In some rural dis- 
tricts where many of the appendectomies were performed by “‘oc- 
casional”’ or inadequately trained surgeons the mortality rate 
reached the amazingly high mark of 15 per cent, while in the larger 
cities it was less than 6 per cent. 


A fifth factor is the high incidence of mistaken diagnoses among 
our profession. The “‘classical picture” of acute appendicitis obtains 
in only about 50 to 60 per cent of the cases. While it may be im- 
possible to make the correct diagnosis, | am convinced that far too 
many instances of mistaken diagnosis occur, particularly where the 
appendix is hidden. 


Now with these brief facts it appears to me an inescapable con- 
clusion that the time is long overdue when more concrete efforts 
should be made to reduce the mortality of appendicitis. In these 
efforts it seems to me that the profession has a definite duty to per- 
form, the public a definite duty and that there is a very large field 
in which the combined efforts of the medical profession and cache 
public will yield splendid results. 


It is unnecessary to say that the members of our profession should — 
make every effort to free itself of any responsibility for this high - 
death rate of appendicitis. It goes without saying that the training — 
centers of this country should endeavor to supply an adequate num- 
ber of trained surgeons to meet the demands of operating for ap- 
pendicitis. A national corollary to this, one w hich and 


only those doctors who possess the training and qualifications cee ~ 
operate for appendicitis. This issue is inevitable in our own country 
and I, for one, believe it far better for us to bestir ourselves and 


have it solved by the medical profession. A proper solution of this 
problem would undoubtedly lessen the mortality of appendicitis. 


Our profession should be free of blame for ever permitting a 
case of acute appendicitis to proceed to the point of rupture of the 
appendix. I refer not to the inevitable mistakes in the diagnosis of 
appendicitis, but to the practice of some doctors who deliberately 
choose to gamble on the course of the disease once a diagnosis or 
suspicion of acute appendicitis has been made. 


The wholehearted support of educational campaigns in the 
press, in paid advertisements, in our public schools, and through 
radio programs and lectures would indicate a unanimous agreement 
among the medical profession regarding the advisability of early 
operation for acute unruptured appendicitis. Yet there are doctors 
among our profession who do not follow this policy. Should organ- 
ized medicine continue by its silence to recognize that after all their 
opinion may be right, that in this problem of appendicitis they are a 
law unto themselves, and that no matter what may happen they are 
to be protected by a strict code of medical ethics? If so, then there 
is nothing to be done about the matter except to wait for the pres- 
sure of public sentiment to correct a fault in our own ranks, for in- 
dividual efforts among ourselves will not do it. 


When certain procedures and rules are accepted as right, then 
there is usually some method of chastising those responsible who 
refuse to obey them. This is true if a doctor refuses to use anti- 
toxin for diphtheria. It would certainly be true if a locomotive 
engineer chose to drive his train on the wrong track and cause the 
death of a number of people in a wreck. Organized medicine’s spon- 
sorship of campaigns to reduce the mortality of acute appendicitis 
certainly justifies the assumption that there are certain rules and reg- 
ulations concerning its treatment which are right. When will organ- 
ized medicine assume some responsibility for censuring those doc- 
tors who refuse to obey them? Until it does, the public will con- 
tinue to pay the price of an unnecessarily high death rate while pro- 
fessional ethics effectively defends the offenders in our own pro- 
fession. 


There should be a continuous effort to improve the diagnostic 
abilities of the members of our profession. At the present time 
there are too many doctors who are looking for the symptoms and 
signs of acute inflammation of the appendix which is freely movable 
within the abdominal cavity. We should continue to try to make 
them just as familiar with the milder and different signs and symp- 
toms when the appendix is behind the cecum, in the pelvis, or some 
other equally quiescent area within the abdomen. With such an edu- 
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cational campaign there will result fewer mistakes in the diagnosis 
of acute appendicitis. 


Finally, our goal should be the elimination of the occurrence of 
ruptured appendices. We must not adopt the attitude that it will 
always be a problem in dealing with acute appendicitis. Above all, 
we must not let any members of our profession, as have some of 
the public, adopt the notion that the non-operative treatment of local 
or general peritonitis in any way applies in the treatment of acute 
appendicitis without rupture. 


Inasmuch as the doctors’ success in the treatment of appendicitis 
is largely determined by the decisions of people as to when they shall 
be called into service, it seems to me that the public should bear its 
just portion of the responsibility for our high death rate from ap- 
pendicitis. But if they be ignorant it avails little to try to shoulder 
them with much of it; the major portion of it falls squarely back — 
on the medical profession. There can be little doubt that the public’ s 
knowledge with respect to typhoid fever, small pox, diphtheria, etc., _ 
has been a big factor in demanding a course of procedure which has 
practically eliminated these diseases. And now we are in the midst of 
educating the public concerning the ravages of syphilis in order to 
get its help in eradicating this disease. 


I realize that many doctors and laymen doubt the wisdom of dis- 
seminating too much knowledge concerning diseases. Among other — 
things they fear the psychic effects upon people. Personally, I hold 
that man’s right to live should be determined by his ability to utilize | 


erty of a profession or a small group of the people. reali 
granting that this may in some instances be desirable, I do not think _ 
it is in connection with the facts of appendicitis, for the public has" 


If there were universal knowledge of the harm of delay in treating 
acute appendicitis the patient would bear the responsibility when it — 
was his fault, and the doctor would rightly bear it when it was his — 
fault. The medical profession would no longer shoulder the entire — 
responsibility of unnecessary deaths from appendicitis and the busi- _ 
ness of shielding colleagues in their mistakes would soon cease to. x 


wise rest squarely upon either the shoulders of the paibesis and ie 
family or upon those of the doctor who prescribes them. Besides, — 
public sentiment would soon force laws to curb this wild, uncensored — 

and unrestricted advertisement and sale of laxatives which is doing ne 
an untold amount of damage, and not only to the sufferers from | 
appendicitis. What harm could come from a general knowledge of — 
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the death rates when operating for unruptured appendicitis, and 
when operating for ruptured appendicitis? Why should not the toll 
of this disease be just as freely given to the public as is the toll of 
automobile accidents? No one has yet blamed the medical profes- 
sion for causing this disease. Why is it necessary for our newspapers 
to report that a given person has died in a local hospital following 
an operation, instead of following an operation for appendicitis ? 


From what I have said you may have surmised that I feel rather 
hopeless and perhaps a trifle bitter about our record in the United 
States in dealing with appendicitis. But as a matter of fact I do not 
if our own efforts can be supported by the aid of public sentiment 
and public knowledge. Furthermore, I believe that we should ac- 
tively enlist this aid rather than suffer the humiliation of having it 
forced upon us from other sources. 


The rest of my paper will be devoted to a discussion of a few at- 
tempts which have been made in this direction, and to urging you to 
start similar programs in your own communities. 


In Philadelphia, Cincinnati and Atlanta, serious educational cam- 
paigns have been conducted in order to secure the cooperation of 
both the public and the medical profession in reducing the death 
rate of appendicitis. I am sure that all of you are familiar with the 
reports of John O. Bower, who has published in the Journal of the 
American Medical Association the results of the educational cam- 
paigns which have been conducted in Philadelphia. Perhaps I need 
not remind you that since those campaigns were started Philadel- 
phia has attained the enviable reputation of having the lowest death 
rate from appendicitis of any city in the United States. On August 
6, 1932 Frank Boland published in the Journal of the American 
Medical Association his studies of the appendicitis mortality in At- 
lanta, Georgia. Shortly thereafter there was begun an educational 
campaign on appendicitis and by May, 1938 it was noted that, in 
the intervening time, there had occurred a phenomenal drop in the 
death rate from appendicitis in that city. The story of my own city 
is not unlike that of Philadelphia and Atlanta and is as follows. 


:N 1933 Cincinnati had the highest appendicitis death rate of any 
city of over 300,000 population in the United States. It was about 
30 per 100,000 population. In the late fall of 1934 a joint commit- 
tee was formed to start an educational campaign. It represented 
the Cincinnati Academy of Medicine, the Department of Health 
and the Public Health Federation. Very soon there began to appear 
many articles on appendicitis in the “‘save-a-life’’ feature series 
which is published daily in the Cincinnati Times-Star; large printed 
posters were displayed on factory bulletin boards; lectures were 
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NEW FACTS ABOUT APPENDICITIS IN CINCINNATI 
Presented to the Physicians of Cincinnati 
by the Cincinnati Academy of Medicine 


in Co-operation with 


of Health and The Public Health 


THe APPENDICITIS DEATH RATE IN CINCINNATI IS MucH HIGHER 
‘THAN IN OTHER CITIES 


The appendicitis death rate in Cincinnati was 72% higher than Baltimore, 
51% higher than Cleveland and 32% higher than the average of all cities in- 
cluded in the Studies of Mortality for the years 1929—1930—1931 made by 
the Cincinnati Public Health Federation. 


According to latest published, official figures (U. S. Mortality Statistics 
for 1933) Cincinnati had the highest appendicitis ieee rate of any city in the 
United States over 300,000 population. 


DeaTHs From APPENDICITIS IN CINCINNATI HAVE BEEN 
INCREASING FastER THAN PoPpuLATION 


Total deaths Percent Population Percent 
from | Increase at end of Increase 
appendicitis each period 


yrs. Jan. 1—1915 to Dec. 31—1919. .334 401,247 
rs. Jan. 1—1920 to Dec. 31—1924..507....51.8%....409,333 (Est.). 
rs. Jan. 1—1925 to Dec. 

s. Jan. 1—1930 to Dec. 31—1934..630.... 1.8%....444,400 (A).. 


Source of Data: Death Figures—U. S. Mortality Statistics; U. S. Census Bureau; Cincinnati 
Dept. of Health. 


Population—U. S. Census 


Tue Deatu Rate Is Low In Cases Not CompLicaTeD BY 
PERFORATED APPENDIX 


In the 19 year period, 1915 to 1933, there were 2,806 cases of acute appen- es 
dicitis received at the Cincinnati General Hospital. a. 
1,147 of these cases were unruptured when admitted to the hospital. All — 
shane 1,147 cases were operated on with onl 10 deaths—a mortality rate of — 
less than 1 per cent (0.86%) 


Deatu Rate Is In COMPLICATED 
By PerFroraTION WITH ABSCESS OR PERITONITIS 


Out of the 2,806 appendicitis cases received at Cincinnati General Hospital Ret 
during this 19 year period, 576 cases had ruptured appendix with abscess w hen 


admitted to the hospital. 66 of these cases died, a mortality of 11.4 per cent. 


280 cases had ruptured appendix with peritonitis when admitted. 95 of 
these cases died—a mortality of 33.9 per cent. ee, 
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Dexays In DiaGNosIs AND OPERATION GREATLY INCREASE 
CHANCES OF PERFORATION 


Average delay Percent of cases 
Cases received at the in with perforated 
Cincinnati General Hospital days appendix 
Less than 3 days after onset of acute symptoms. .2.6............38.1% 
3 to 4 days after 
Average for all cases received................ 


DeLay IN OPERATION GREATLY INCREASES PERCENTAGE 


Or 
Cases received at the Average delay Mortality 
Cincinnati General Hospital in days Percent 
Less than 3 days after onset of acute symptoms. ...2.6............ 4.7% 
3 to 4 days after onset.......... 
4 to 614 days after onset.............. BBM 


Usr oF PurGaATIves AFTER ONSET OF APPENDICITIS GREATLY INCREASES 
CHANCES OF PERFORATION 


“Approximately a third of the patients (36%) had taken a purgative be- 
fore admission to the hospital. 


“Among 353 cases of acute appendicitis, studied during the past five years 
in which a history of having taken purgatives was obtained, the incidence of 
perforative appendicitis was 34.3%. 


‘This was considerably higher than the incidence of perforation among the 
other 656 acute cases, treated during the same period, in which a history of 
taking purgatives was not obtained. 


“Often the purgative was taken by the patient before seeking medical help, 
but altogether too frequently it was prescribed by the attending physician, ap- 
parently without regard for the consequences. 


Note: The statements and figures quoted in items 3, 4, 5, 6 and 7 are taken from a paper by 
Reid, Poer and Merrell, reported in the Journal of the A.M.A., February 29, 1936. 


DespITE IMPORTANCE OF EarRLy DIAGNOSIS AND OPERATION, MANY 
CINCINNATIANS Dig oF APPENDICITIS COMPLICATIONS WITHOUT 
BeInG TAKEN To Any Hospita 


APPENDICITIS DEATHS IN CINCINNATI 


Deaths in Un-hospitalized 
Year Hospitals deaths 


In the past 7 years more than 300 people died of appendicitis in Cincinnati 
without having the benefit of surgery to save their lives! 
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Exuisit, oF WHicH THis Is A SAMPLE, WILL Be DispLayeD To THE 
PUBLIC IN SCHOOLS AND STorE WINDows. IT 1s APPROXIMATELY 

3 Fert HicGH AND 6 FEET 


1F YOU HAVE PAIN 
IN THE ABDOMEN 
lasting I Hour or Over 


DONT do this DO this 
Suspect 
DONT TAKE any appendicitis 
LAXATIVE Call doctor 
AT ONCE 


Go toh al 
DONT DELAY precy immediately if 
Calling a doctor doctor so a 


Realizing that the public must be educated to co-operate intelligently with the physicians, the 
ea Committee on Appendicitis of The Academy of Medicine and Public Health Federation has 

en conducting a vigorous publicity campaign to the lay public for the past two years. The exhibit 
illustrated above is one example of the kind of publicity used. There have also been many articles 
on appendicitis in the “Save-a-Life” feature series which is published daily in the Cincinnati 
Times-Star, large printed posters displayed on factory bulletin boards, lectures in the public 
schools, and announcements over the radio. 


CONCLUSIONS AND RECOMMENDATIONS 


Many lives can be saved in Cincinnati if these principles are followed: 
1. When there is pain in the abdomen, suspect appendicitis. 
2. Do not permit use of purgatives until you feel sure it is not appendicitis. 


3. Complete your diagnosis promptly—delay may be dangerous. If you are 
not sure, call in a consultant. 


4. When diagnosed as appendicitis, insist upon immediate hospitalization. 
Every case of acute appendicitis should be operated upon. Failure to employ — 
surgery promptly may prove fatal. 


5. Remember that fever, nausea and vomiting are not always present in ap- 
pendicitis. From 20 to 30 per cent of the cases do not develop these symptoms. 
Severe abdominal pain does not occur in a very large per cent of the cases. 
phe upon pressure over the appendix, is the most reliable and important of 
all signs. 


6. If there is appendicitis, DELAY in DIAGNOSIS and DELAY in OP- 
ERATION FREQUENTLY CAUSE DEATH. . 
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given in the public schools; the cooperation of the druggists in the 
sale of laxatives was sought, and announcements were made over 
the radio. While this educational campaign of the public, modeled 
largely after Philadelphia’s, was going on, the committee began com- 
piling statistics concerning the record of our city in dealing with 
appendicitis. Early i in 1936 the results of these studies were mailed 
to every physician in Cincinnati. A copy of that pamphlet is repro- 
duced on pages 411, 412 and 413. 


The response of the public and the medical profession to this ed- 
ucational campaign was published in the Cincinnati Journal of Med- 
icine in May, 1938. The annual average number of deaths from 
the three years prior to the start of this campaign was 123; for the 
three years after it, 94. In the year 1937 there were only 81 deaths. 
This represented a saving of more than fifty lives for that one year 
or a drop of 40 per cent in our death rate from what it was in 1931. 
Thus in that year our total or crude death rate was 17.0 per 100,000 
population as compared with approximately 30 only four or five 
years before 1937. In 1937 the rate among the residents of our own 
city was I1.3 per 100,000 population. This crude rate of 17 in- 
cludes the deaths of non-residents who had not benefited from the 
educational campaign and whose annual number of deaths has ap- 
parently varied very little from year to year. 


Thus in 1937, in our community of Cincinnati, where the public 
and the doctors had for the prior three years been subjected to an 
intensive educational campaign concerning the truth about appendi- 
citis, our resident death rate of 11.3 per 100,000 population was 
about as low as in any city in the United States. We are proud of 
this record and, by continuation and intensification of our efforts, 
expect to lower it. We know that our educational campaign has 
been more than justified. I believe it our professional and civic duty 
to initiate similar campaigns wherever they have not been started. 


SUMMARY 


1. The mortality of acute appendicitis in this country is a na- 
tional disgrace. 


2. Among the causes of this high death rate from acute appendi- 
citis are discussed: a. The ignorance of the public who delay seek- 
ing medical advice after the onset of symptoms; b. The prevalent 
use of laxatives by the public and prescribed by doctors; c. The 
gambling of doctors and patients upon the outcome of an attack of 
acute appendicitis; d. The general idea that the operation of ap- 
pendectomy is so simple that it may be performed by the occasional 
or improperly trained doctor; e. Mistaken diagnoses in cases of 
‘‘atypical” acute appendicitis; f. Operative technic, etc. - 
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3. Most of the causes of our disgracefully high death rate from 
acute appendicitis are correctable. The main weapon is education. 
In this matter the public should do its part; the profession its part; 
they should unite whenever possible in their efforts. Instances in 
which educational campaigns have materially reduced the mortality 
of acute appendicitis and of other diseases are cited. 
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THE TREATMENT OF ADYNAMIC ILEUS 


Grover C. PenpertHy, M.D. 
CHARLES G. JOHNSON, 
and 

Detroit 


 egipornaiteas or adynamic ileus has long been a serious problem 
to every conscientious surgeon. That this complication is one 
which taxes the ingenuity and resources of even the most experienced 
surgeons is evidenced by the multiplicity of methods proposed for 
its relief. The onset of the condition is often insidious and the 
seriousness of its import is frequently not appreciated until the 
optimum time for treatment is past. 
Adynamic ileus may be defined as abnormal intestinal distention 


in the absence of organic obstruction to the lumen. It results from 
a variety of lesions which may be classified as follows: 


1. Following operation (presumably the result of trauma). 
2. Intraperitoneal inflammation (peritonitis, abscesses, etc.). 


3. Extraperitoneal infection, toxemia, trauma (renal lesions, extraperi- 
toneal hematoma, fractures of spine or pelvis, etc.). 


_ Any consideration of treatment must take into account the eti- 
ology which, though at first glance quite varied, actually is similar 
in all the conditions mentioned. Reflex inhibition of intestinal 
motility has been experimentally produced by varying types of affer- 
ent stimuli.’** Markowitz and Campbell® were able to abolish this 
inhibition by spinal anesthesia and feel that paralytic ileus is in the 
nature of reflex inhibition, dependent upon integrity of the reflex 
arc. They believe that ‘‘the paralysis of bowel movements observed 
at laparotomy is a physiological ileus, which if unrelieved or aug- 
mented by other irritant stimuli merges into paralytic ileus.” These 
views appear to be held by the majority of investigators. Certain 
it is that the one factor common to the varied conditions causing 
adynamic ileus is the presence of harmful afferent stimuli. Tyrell- 
Gray believes that circulatory factors are also important.* 


Every surgical operation appears to be followed by a period of 
so-called physiologic ileus (Markowitz and Campbell,* Ochsner*). 
It would seem likely that the same situation may also exist in the 
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the condition becomes aggravated and distention is , progressive that ES 
the term adynamic ileus may be applied. The disturbed soll ie 
produced by this abnormal distention differs little from that seen | 

in nonstrangulated organic obstruction. Herrin and Meek’ demon- 
strated that the harmful effects are due to the distention itself rather 
than to any toxin which might accumulate in the gas-filled loops. _ 
Therefore in treatment we must concern ourselves primarily with — 

means for decompressing the markedly distended loops. 


Factors predisposing to development of this condition are par- — 
tially under our control in operative cases, less so in the other condi- | 
tions mentioned. Much can be done to avoid it postoperatively by — 
proper mental and physical preparation of the patient, avoidance _ 
of operative trauma and attention to the maintenance of adequate _ 
fluid and chemical balance postoperatively. Well administered anes- _ 
thesia (whatever the agent) is undoubtedly a factor in avoiding | 
this too frequent complication. All of these factors will not be dis-— 
cussed in greater detail for they are well described by Ochsner,° 
Engel,® Guthrie,’ Long,* and others. 


Once the condition has developed we are faced with the need for 
some means of relieving the already present distention. Much has 
been written on this subject and the very multiplicity of the methods _ 
proposed is adequate testimony to the fact that no one of them has © 
proven entirely satisfactory. We may classify treatment under the | 
following heads: 


Prophylaxis 
Enemas and local ap 
Drugs 
Spinal anesthesia 
Operation (enterostomy ) 
Suction drainage 
a. Gastric 

b. Duodenal 


c. Intestinal 


Enemas, local applications and drugs have long been in use, and 
their efficacy at best is questionable. Local applications when not 
too messy may afford some comfort to the patient, but as a rule, 
make little change in the distention. Enemas, when effective, empty 
only the large bowel and have little effect on the gas in the small 
bowel. In addition, they are usually a bit tiring to the patient, 
especially when the more irritating solutions are used. Drugs have 
recently had extensive use and the list which has been tried is large. 
Among these pituitrin, eserine, pitressin, prostigmine and intravenous 
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salt solutions have been used. A great many of them are ineffective, 
even when tested experimentally. The overstretching of the intes- 
tinal musculature is a potent factor in hampering attempts at effec- 
tive stimulation to contractile activity. The problem of drug therapy 
in the treatment of adynamic ileus has been well studied by Ochsner, 
Gage and Cutting® and will not be discussed further at this time. 
These authors likewise have studied the effect of the intravenous 
administration of hypertonic salt solutions“ as suggested by Hugh- 
son and Scarff.'* While they have definite stimulating action their 
effectiveness likewise is limited by the difficulty of obtaining contrac- 
tile power in an already over-distended intestine. Furthermore, they 
are not without some danger in regard to toxicity and local vascular 
damage. 


Spinal anesthesia has been used to overcome distention of the 
intestinal tract.****"*"*'* While effective in many cases, the pro- 
cedure is an heroic one, especially when simpler methods are at hand. 


Recently Fine and his co-workers have reported good results 
from the use of oxygen inhalations.'* These authors point out, how- 
ever, that concentrations of 95 per cent or better are necessary and 
the applications of the method are thus limited by the need for 
special apparatus. 


The problem of the management of adynamic ileus has not been 
a simple one. The abnormal distention of paralytic ileus, while ex- 
ceedingly dangerous to the patient and troublesome to the surgeon, 
is frequently ignored in the hope that it will disappear. Often the 
first serious attempt at correcting the difficulty is a resort to enteros- 
tomy, and even this not until the patient has been quite exhausted 
from long continued distention. The following case history illus- 
trates the somewhat complacent viewpoint held by many in the 
management of adynamic ileus: 


A 16 year old girl underwent an appendectomy for perforated appendicitis 
and the abdomen was closed without drainage. The operation was done under 
spinal anesthesia and lasted for 45 minutes. 


Two days postoperatively some distention was noted and hot stupes to 
the abdomen ordered. The following day an increase in distention was 
observed despite functioning gastric suction drainage for two days. 


On the fourth postoperative day the incision was opened and foul sanguino- 
purulent drainage evacuated. 


On the eighth day there was profuse drainage with foul odor; no abdom- 
inal masses were felt, but the distention was such as to obscure any if present. 
Supportive measures were continued. 


On the following day the patient appeared better, her pulse was stronger, 
but the distention was unchanged. 
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There being some decrease in the distention, the gastric tube was removed e 
15 days postoperatively. Despite an x-ray film the 16th day revealing marked © ss 
distention of both large and small intestines, gastric suction was not resumed _ 
until the 17th day. Distention was finally relieved by the 19th postoperative | 
day at which time the gastric tube was removed. 


This patient was discharged as “improved” after 35 days in the hospital. 
Her stormy convalescence was undoubtedly influenced for the worse by the 
long period of distention. 

This case well illustrates the all too common viewpoint which 
regards distention, even when long continued, as a situation more or 
less to be expected and tolerated in the hope of relief. Only when it 
becomes apparent that the situation is becoming dangerous to life — 
is active treatment considered and then the most frequent procedure 
is a resort to enterostomy. Some of these patients recover and 
others, despite enterostomy, go on to exitus. Enterostomy if used 
at all should be performed before the contractile power of the intes- — 
tine has been completely lost. Its basis is the mechanical removal of — 
the distending contents, and would seem a logical approach to the 
problem. However, it has the difficulty of draining but one loop — 
of intestine; even this loop is usually drained unsatisfactorily and © 
only for a short period of time. 


Matas,’® Ward,” Bassler*’ and others were early advocates of 
gastroduodenal drainage or lavage for relief of the harmful accumv- 
lations in the upper reaches of the intestinal tract. Wangensteen and 
Paine’s advocacy of continuous duodenal suction siphonage repre- _ 
sents one of the epochal advances of the present generation.” Based — 
upon sound experimental work, use of this principle as prophylaxis 
results in avoidance of much of the distention previously met with 
following operation. This is particularly true since the work of oa S 
Wangensteen® and of Mclver™ demonstrate that approximately 
70 per cent of the gas in a distended intestinal tract results from 
swallowed air. Wangensteen has shown that in the treatment of — 
distention, duodenal suction will evacuate much of the intestinal — 
tract.** Use of this principle has greatly simplified and improved 
the treatment of gaseous distention whether mechanical or reflex in 
origin. It is important to recognize that the Wangensteen principle 
implies not gastric as understood by many, but duodenal suction; a 
tube in the second portion of the duodenum is much more effective 
in its relief of distention than one which does not go beyond the 
pylorus. Nevertheless, despite duodenal suction, many patients are | 
still unrelieved. 


In 1933 Miller and Abbott** reported a balloon-tipped tube for 
intubating the small intestine in physiologic studies. Observing the 
success of this device it occurred to one of us that the tube might 
have application in the treatment of intestinal obstruction. The — 
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method was tried and the gratifying results were reported by Abbott 
and Johnston in 1937.*° Further reports upon this work have sub- 
sequently appeared and have confirmed the early success of the 
method.****”° 


Briefly the method consists of a ten-foot tube, near one end of 
which is attached a balloon with a means for inflation and defla- 
tion (fig. 1). Being passed into the duodenum like any other suction 
tube, the balloon is inflated. Peristaltic action now propels the 
balloon onward, dragging the tube after it. Continuous suction 


Fig 1. The balloon- tipped tube used for intestinal intubation. Insert shows double 
ai tubing sometimes used in place of two tubes shown, the larger lumen for 


suction, the smaller for control of balloon. 


oer of the balloon is essential, for obviously it cannot be acted 
upon by peristalsis until the intestinal walls can contact its sides. By 
means of this device the tube can be passed to the point of a mechan- 
ical obstruction, or throughout the small intestine in cases of ady- 
namic ileus. The tip has not infrequently emerged from the anus. 
At first used only for organic obstruction, the balloon-tipped tube 
was tried in cases of adynamic ileus. There was some doubt of 
success for it was thought that the tube would not be propelled on- 
ward because of paresis of the intestine. However, the early cases 
indicated and later work has confirmed the fact that the paresis in 
these cases is only relative. Sufficient muscular power remains to 
propel the balloon onward once the overdistention is relieved. 


THE SOUTHERN SURGEON 4 
= 
‘ 


THE SOUTHERN SURGEON 


Since November, 1936, we have treated 54 cases of adynamic 
ileus at the Detroit Receiving Hospital by means of small intestinal 
intubation with a mortality from all causes of 22.5 per cent (table 
1). While the degree of distention varied, the majority were cases 
of severe ileus. The diagnosis was confirmed by x-ray in almost 
every instance. Results are given in the accompanying table. It is 
worthy of note that in some of these cases decompression has been 


TABLE I 
RESULTS—INTUBATION FOR ADYNAMIC ILEUS 


Cause of Ileus Cases Suction from Decompression Lived 


Jej. or Decom- decom- 
Stom. Duod. ileum pressed pressed 


Postoperative adynamic ileus 
(without gross infection).. 19 


Extraperitoneal inflamma- 
tion, toxemia, trauma 
Intraperitoneal inflammation 
(without operation) 
Intraperitoneal inflammation 
(with operation) 1 1 


30 4 


Suction exerted below duodenum.................. aie 
Decompression accomplished 


Total Mortality 


accomplished from the stomach, in others from the duodenum and 
in 54 per cent only after introduction of the tube into or beyond the 
jejunum. It is thus apparent that the balloon-tipped tube offers all 
the advantages of gastric and duodenal suction plus the ability to 
decompress’ satisfactorily cases not relieved by aspiration f: -_ 
higher levels. Distinct advantages are offered in that the treatment — 
while exacting in its technic, is a simple one as far as the patient — 
himself is concerned. There is no operative procedure entailed, and — 
the only disturbance of the patient is that caused by resort to fluoro. 
scopic observation when rapid intubation seems imperative. 


The tendency of these cases of adynamic ileus to show distention — 


backs to the use of enterostomy, which at best drains only a small 
segment of bowel. Intubation offers the great advantage of control | 
over the point at which decompression is exerted. By repeatedly ye 
pulling the tube back and allowing it to repass, the various portions _ 
of the intestine can be quickly swept free of gas and fluid should they 
redistend. An additional a gen is that with the tip of the tube 
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_ Fig. 2. F. J., 57 years of age. Adynamic ileus following obstructive resection for 
rectosigmoid neoplasm. Progressive distention despite patent colostomy controlled 
by intestinal intubation. Note varying degrees of distention and repeated 
gastric dilatation. 


at which suction is exerted. This makes possible easier and more 
rapid restoration of the patient’s fluid and chemical balance. 


No other method in our hands has approached the uniform suc- 
cess of small intestinal intubation in the treatment of adynamic ileus. 
We feel that the method goes far towards solving the problem of 
abnormal distention, whether postoperative or from other causes. 
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Fig. 3. B. A. B., age 3. Adynamic ileus associated with appendiceal abscess. Note 
progressive decompression as tube progresses through the intestine. 


tention following an obstructive type of resection for a carcinoma of the recto- 
sigmoid. This distention increased despite a patent colostomy. The balloon- — 
tipped tube was passed and he experienced considerable relief as soon as gastric 
suction had been carried out for one day. However, marked intestinal distention 


al 
a Two cases illustrating the use of this method in the treatment of = 
adynamic ileus are here illustrated: ae 
5 
ear old bdomin 
% 
3 continued to be demonstrable until the tube had passed into the ileum. ee 


patient is particularly interesting in his tendency to show redistention of 
various portions of the intestinal tract. You will note the large stomach which 
necessitated evacuation by a Levin tube passed through the other nostril. It. 
was several times necessary to pull the long tube back and allow it to pass 
down again, thus decompressing redistended areas of small intestine. Disten- 
tion was well controlled by this means and the patient’s convalescence was 
satisfactory and materially facilitated by decompression. 


B. A. B., a white girl, 3 years of age (fig. 3), developed marked abdominal 
distention in association with a perforated appendix and appendiceal abscess. 
The balloon-tipped tube was passed and distention was progressively relieved as 
it proceeded into the small bowel. Decompression was partial when the tube 


reached the jejunum and was complete only after passing into the ileum. She __ 


made a good recovery and was discharged from the hospital to return at a 
later date for an interval appendectomy. 


5 
1. The various methods hitherto proposed for relief of adynamic 


ileus leave much to be desired. 


2. The logical approach to the problem would appear to be the 
mechanical removal of the distending gas and fluid with a minimum 
of trauma to the patient. 


3. Evidence is presented to support the view that small intestinal 
intubation with a balloon-tipped tube best meets these requirements. 
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TRANSSECTION OF THE DEEP ASSOCIATION FIBERS 
OF THE PREFRONTAL LOBES IN CERTAIN 
MENTAL DISORDERS 
J. G. Lyerty, M.D., F.A.C.S. 
Jacksonville 


BS” etapa the past two years an operative procedure has been 
devised on the prefrontal lobes of the brain which severs 
the association pathways for the relief of severe intractable mental 
depressions with suicidal tendencies. The operation is a safe pro- 
cedure which is under direct vision and control without the danger 
of severe hemorrhage or shock to the patient. In 1936 Moniz,’ and 
later Freeman and Watts’ used a procedure to sever the connecting 
fibers by means of a wire loop passed out from the end of a brain 
needle. This latter operation is more or less a blind procedure, and 
it cannot be determined accurately how many of the fibers are cut 
or whether a blood vessel has been included in the section, which may 
lead to a serious hemorrhage. The operative procedure as described 
in this paper, overcomes these objections; it is believed that better 
operative results will be obtained from a controlled section of the 
fibers at a certain level and that the danger of the operation is 
lessened from having all parts of the operative field under direct 
vision. 

The prefrontal cortex constitutes that part of the frontal lobe 
in front of the true motor area. This part of the cortex is the newest 
part of the brain in its development from the phylogenetic stand- 
point. The neurones in the prefrontal cortex are connected to other 
areas of the cerebral cortex by means of the association fiber path- 
ways deep in the prefrontal lobes. Likewise there are deep path- 
ways which connect them with the diencephalon and hypothalamus, 
also with the pons and cerebellum. 


The prefrontal lobes appear to play a great part in the psychic 
activity of the individual. This function is no doubt attendant upon 
the integration of the entire cerebral cortex and the connection of 
cell groups of one region of the brain with those of another. That 
mental activity is not entirely dependent upon the prefrontal lobes 
is shown by the fact that a resection of one lobe has been done for 
brain tumor without serious handicap to the patient's mental or 
physical state. Spurling*® reported a case which was later further 
reviewed by Ackerly* in which one prefrontal lobe was resected for 
the removal of a brain tumor which had already destroyed most of 
the other lobe, without a serious handicap to the patient. In this 
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case then was less distractability and less tendency to worry after 
the operation. Brickner® reported a case in which most of both of 
the prefrontal lobes was resected for brain tumor, and in this case 
there was a definite deficit in the patient’s judgment and intelligence. 
One may explain this mental deficit on the large amount of brain 
tissue removed together with the after effects on the rest of the brain 
caused by the tumor, increased intracranial pressure and convulsions. 


Until recently the prefrontal lobes have been looked upon as silent 
areas of the brain which had little or no important function. Tumors 
and other lesions in this location usually produce few or no localized 
signs and these may be slight euphoria and facetiousness, occasional _ 
involuntary urination and ataxic movements from interference of 
the pathway leading from the frontal lobe to the pontine and cere-_ 
bellar nuclei. The lower animals do not have a prefrontal lobe ~ 
developed to the extent of that in man, and for that reason very 
little experimental data is at hand. 


Fulton and Jacobson’ resected the prefrontal lobes in ‘-cileaniids 
for various reasons and found the behavior patterns in these animals 
were altered to the extent that they no longer appeared to worry 
nor go into a rage when under stress in carrying out a test problem. 
From the neurosurgical procedures and traumatic lesions involving 
the prefrontal lobes we gain a fairly good idea what to expect from _ 
operations on the prefrontal lobes as done in the present ~ 


as well as animal. The emotional behavior is sede better seer 

in man than in animals probably from the connections of a more 
highly developed prefrontal lobe in man dominating the lower dien- ay 
cephalic centers. In the hypothalamus are also located the centers — 
for the autonomic nervous system which help to regulate the caliber ‘, 


of the muscles of the tract. 
lesions of the diencephalon in animals produce fear and rage, and 
disturbed function of the autonomic system. These signs are some- 
what concomitant with those of some mental patients who develop — 
the emotional and affective states of despondency, depression, fear 
reaction and apprehension with disturbed function of the sympa-_ 
thetic nervous system as shown by cold, sweaty extremities and spasm 
of the gastrointestinal tract. It is likely that this alteration of func-_ 
tion is brought about by a disturbance in the activity of the prefrontal — 
lobes through their connection with the diencephalic centers. From _ 
the studies of these cases before and after operation it appears that _ 
there is a definite physiologic alteration in the cell groups or the 
connecting pathways of the prefrontal lobes with the rest of the | 
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brain. It is possible that a conditioned reflex has been established 
which can not be relieved until the pathway has been severed as is 
done at this operation. 


Incisions have been made and buttons of bone are 
being cut and removed by the trephine. 


In addition to the mental symptoms, these patients frequently 
have other physical signs such as increased muscular and vascular 
tension, numbness, paresthesia, spasm of various parts of the gastro- 
intestinal tract, increased sweating of the extremities, increased motor 
activity with agitation and restlessness and sometimes involuntary 
movements and tremors. Since these signs uniformally disappear 
after operation one is led to the conclusion that the prefrontal lobes 
are mostly involved in the production of these signs and symptoms. 


The operative procedure for cutting these association pathways 
in both prefrontal lobes will be briefly described: 


The approach is made through a short transverse incision just back of the 
hairline on each side centering over a point 3 cm. lateral to the midline and 
3 cm. in front of the vertical line directly above the tragus of each ear. This 
overlies the middle portion of the second frontal convolution. It is well in 
front of the true motor area and is far removed from Broca’s area on the left 
side so as not to interfere with speech. 

A small button of bone is removed with trephine on each side and this is 
saved in Ringer’s solution during the operation to be replaced in the defect 
when the wound is closed (fig. 1). 


The dura is opened by making a small flap exposing the cortex. The pial 
vessels are electrocoagulated over a distance of 1 cm. before an incision is made 


Ost 


with a sharp knife. By means of a blunt dissector the incision is carried straight — 
inward to the white matter of the prefrontal lobes. = 


Then a two bladed speculum is inserted so that the white fibers are seen 
while transverse incisions are made with a blunt knife or dissector carried 
from one side to the other as far as the cortex in all directions. Any important 
vessel can be felt with the light dissector, which can be carried around it and : 


Fig. 2. The dura has been opened. Incision is made in the cortex. A lighted brain 
speculum has been inserted and the association fibres are being cut transversely. 


the vessel left intact, or if the vessel is injured or cut it can be controlled — 
under direct vision by means of a silver clip, electrocoagulation or any other — 
method that the surgeon may choose. The incision may be carried through the 
tip of the anterior horn of the lateral ventricle without any harm, but care 
should be taken not to injure the head of the caudate nucleus. As a rule it is 
preferred that the incision be carried just anterior to the tip of the anterior _ 


horn of the ventricle. The same procedure is done on both prefrontal lobes. 


After all bleeding points have been controlled the wound is closed by 
suturing the dural flap, replacing the button of bone and suturing the galea 
and skin of the scalp. ee, 


As may be seen from this procedure, most of the deep association — 
pathways are severed just anterior to the horn of the lateral ven- _ 
tricle. There may escape some of the superficial association pathways _ 
connecting adjacent convolutions, but the deep pathways connecting _ 
the prefrontal lobes anterior to the point of incision are disconnected © 
from the remote parts of the brain. The posterior part of the pre- 
frontal lobe, representing about half of the lobe is still intact which 
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probably explains why these patients do not have any serious mental 
deficit after the operation. 


While the operative procedure was done on both prefrontal lobes 
in this series, it may be that a bilateral operation is unnecessary for 
some of the milder cases. For example, a more complete section in 
one prefrontal lobe may be equivalent to incomplete section on both 
sides. A small number of patients appeared to be slightly overactive 

and too elevated, which may be attributed to the more complete 


Fig. 3. The dura has been closed and the buttons of bone are replaced in the wound. 


section of the connecting fibers. It must be determined from future 
experience whether or not a section on one side will be sufficient. 


In the Florida Medical Journal a preliminary report’ was made 
on this operation in fourteen cases of involutional melancholia. The _ 
first two of these cases were reported in detail. Since then there 
have been three more involutional cases, and nine others of severe 
mental depression with suicidal tendencies classified under various 
headings. This makes twenty-six cases which have been done with- 
out any mortality or serious complications as the result of the opera- 
tion. In all cases the operation was done under local and tribro- 
methanol anesthesia. 


The consent for the operation was always obtained from the 
guardian or responsible member of the family, since frequently these 
patients felt that everything was hopeless and refused operation. 
After the patient awoke from the anesthetic changes in the facial 
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expression and in the mental attitude were noted. There was no 
longer agitation and restlessness, but relaxation and quiet. A smile 
was observed instead of the melancholic facies and the picture of 
despair. The outlook on life was seen to be changed immediately 
and the patient took on a lighter and more cheerful tone. He recog- 
nized his relatives and conversed with them in a normal manner. 
There was no longer a tendency to worry. The increased muscular 
tension and the involuntary tremor disappeared after the operation. 
The appetite and digestion in nearly all the cases improved and all 
gained in weight, one as much as 42 pounds. As one patient ex- 
pressed it, “I can eat anything now and it agrees with me, while 
before the operation | had to be careful of my diet.”” The average 
duration of stay in the hospital has been from two to three weeks. 


For a day or two after the operation the temperature may be 
slightly elevated to as much as 101 to 102°. It is not unusual for 
the pulse rate to be in the sixties and there may be nausea and vomit- 
ing for a few days. As a general rule there have been mental con- 
fusion, disorientation and slight impairment of memory for a few 
days, but in every case these symptoms have cleared up before the 
patient left the hospital. In a few cases there has been involuntary 
urination for a few days, but this cleared up along with the mental 
confusion. After leaving the hospital the patient has been mentally 
alert, cheerful, and in most cases slightly euphoric. No complaint 
has been made by the patient of inability to do mental work such as 
arithmetic or other similar activities. There appeared to be less 
fatigue and some of the patients appeared to be overactive. 


In most of the cases operated on at the Florida State Hospital 
in Chattahoochee, through the kindness of Dr. Ralph E. Stevens 
and his staff psychometric tests were done before and after operation 
by Dr. Philip Worchel. Many of these patients exhibited such severe 
deterioration before operation that it was impossible to make a 
satisfactory test. In all the cases there was no material change in 
the intelligence since the operation as compared with the test before 
operation. In every case there was a definite elevation of the emo- 
tional tone. There was some disturbance in the free association 
test after some of the operations, but more studies are being made 
along this line. It appears from the observation of the cases operated 
on at the State Hospital good results can not be expected on the 
cases which have had long standing mental disease with deteriora- 
tion. The good effect from the operation will come from the pro- 


cedure done on cases early in their mental disorder and before 


deterioration has set in. 


The selection of the cases is important because not all mental - 


diseases are benefited by this operation. The cases of severe i 
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tional melancholia and agitated depression appear to be the most 
amenable ones for this treatment. Likewise there may be some other 
severe mental depression which may be benefited by the operation. 
It is usually best for the patient to have a thorough trial of other 
medical procedures, such as glandular or shock therapy, to see if 
a remission can be obtained by non-surgical measures. In every case 
the patient was examined by a psychiatrist before the operation. If 
these patients are not benefited over a reasonable period of time 
under the medical and psychiatric treatment, rather than let them 
stay in some hospital indefinitely while mental deterioration sets in, 
it may be better to give them the benefit of the operative procedure 
outlined, when a remission is secured in a few weeks time. The 
time saved in restoring the patient to society, the lessening of the 
financial burden, the relief from mental suffering, and the lives saved 
from suicide and inanition are important factors in favor of the 


operation. 


Since the purpose of this paper is to present the operative pro- 
cedure a full report of the cases will not be made at this time. Ina 
previous communication’ the first two cases of involutional cases 
were reported in detail and they represent the cases first operated 
on. As an illustration of the type of cases best fitted for the opera- 
tion I wish to make a brief report on the third and fourth cases 
operated on in chronologic order in the series of involutional mel- 


ancholia. 
Case 3. I. D. H., a white man, aged 47, was first seen Oct. 4, 1937. Chief 


complaint: depression. Family history: The patient’s mother, one sister, and 
an uncle on the mother’s side had gone into depression about the age of 45. 


Present Illness: His depression started in December, 1935, with no definite 
exciting cause. Things seemed to close in about him. He could not see the 
bright side of anything. He suffered with insomnia and restlessness. He was 
under tension and had a drawing sensation in his stomach. He could not talk 
nor think. He felt no interest in anything. Everything seemed hopeless. He 
felt as if he wanted to die. He feared everything but death. In April, 1936, 
he was sent to the Florida State Hospital where he remained three months. 
He was taken out of the hospital and put on a farm where he worked in 
the field for one year. All during this time he did not get any better. 


On neurologic examination the patient was fairly well nourished and 
developed. He appeared to be under increased tension. His facial expression 
was one of worry, anxiety and depression. He did not smile at any time. Head 
and cranial nerves were normal. Likewise the functions of the lobes of the 
brain and reflexes checked normally. Blood pressure 130/80, pulse isd 


~ Impression was involutional melancholia. 
Operation Oct. 5, 1937: Bilateral section of the prefrontal lobe association 
pathways. Nothing abn 
in doing the operation. 


oratory examinatior hing adDnorma 


Progress: On the day following operation the patient was bright and alert. 
He had no complaints. He asked when he was to be operated on. There was 
slight impairment of memory and disorientation with mental confusion. He 
did not mention his previous complaints. He was happy and cheerful and his 
attention and cooperation were good. He was inclined to laugh and joke 
about impairment of memory. The deterioration and mental confusion. cleared 
up within two weeks. The blood pressure was normal. The pulse was inclined 
to be slow. 


He was discharged from the hospital fifteen days after the operation. The 
highest temperature was 100.4 on the first day and then it gradually subsided. 
There was never any paralysis, aphasia nor other evidence of organic neuro- 
logic disturbance other than the mental confusion and impairment of memory. 
He got out of bed several times without permission, stating that he forgot he 
had been operated on. There was never any involuntary urination nor de- 
fecation. 


He has been seen several times since then in the office, the last time on 
Feb. .28, 1939. He has been working in the store as a merchant. He has 
remained happy, cheerful and in a good frame of mind ever since operation. 
He had no worries, depression nor apprehension. The patient appeared to be 
completely relaxed. He had gained 50 pounds in weight since the operation. 
He was given problems in arithmetic which he did without difficulty. There 
was no evidence of impairment of memory, reason nor judgment as far as 
could be determined. 


Case 4. The next patient, J. H. M., a white druggist, aged 47, is one 
of the earliest cases at the Florida State Hospital, Chattahoochee. 


The family and past history was essentially negative. J. H. M. was married 
and had a wife and two children living and well. The date of admission to 
the Hospital was May 29, 1936, at which time the history disclosed that the 
present illness started three months previously with frequent worries. He 
worried and became depressed, and gradually got worse. He frequently cried. 
His memory became impaired. He felt as if he was unworthy; as if he had 
wronged people and everybody was against him. His attitude was one of 
depression, despair and hopelessness. He felt like some unknown power was 
driving him down. He felt that he had sinned and despaired of being pardoned. 
He was depressed, worried and apathetic. He attempted suicide on two 
occasions. 


The patient was fairly well developed and nourished. Blood pressure was 
125/80, weight 111 Ibs. 


His neurologic examination was essentially negative. Laboratory reports 
showed blood count, urinalysis, Kahn, etc., were normal. 


During the progress in the hospital the patient remained depressed, fre- 
quently cried and continued to worry with no improvement. The diagnosis 
was involutional melancholia. 


Operation, Nov. 29, 1937: Section of the association fibers of the prefrontal 
lobes bilaterally. There were no abnormal findings. There was a little bleed- 
ing on the right side from a torn vessel but it was easily controlled. 


Postoperative course: The highest temperature was 101 the first, second, 
third and fifth days, subsiding thereafter to normal. Pulse rate varied from 
70 to 80. On the first postoperative day the patient said he felt better and 
was smiling. His outlook was brighter, he did not worry. He said he wanted 
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to go home and help his family. On the fifth day he was a bit confused and 
complained of a little headache. Sutures were removed on the sixth day and 
the wound was healed. On the next day he smiled and asked questions readily. 
He was slightly worried about his wife and children. He was not depressed. 
He was brighter and more alert. He said he wanted to go home and go to 
work. He was furloughed from the hospital to his home on the fortieth post- 
operative day, Jan. 8, 1938. At that time the patient was alert and the future 
looked bright and excellent. 


Letters have been obtained from the patient’s wife several times stating that 
she was so thankful that he could be restored to his home and family. She 
said his attitude and personality were better than she had ever known them 
to be. A letter was received from him on July 9, 1938, stating he was getting 
along nicely, had gained 29 pounds since the operation and he was feeling 
extra well all the time. 

These two cases are illustrative of the ones in the involutional 
melancholia group. It is probably too early to predict what the 
permanent result will be. It has been over 15 months since both 
of these patients were operated on and the improvement continues. 
There has been no sign of recurrence of the former depression or 
the old symptoms since the operation. It is reasonable to expect that 
the improvement will continue. However it is probably best to 
withhold further reports until a longer time has elapsed in order 
more —? to evaluate the benefits to be “een from the 
operation. 
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DIAGNOSIS OF ADOLESCENT TOXIC GOITER 


Hyperthyroidism in adolescents, girls especially, presents certain 
difficulties in diagnosis that make a study of such suspected cases 
extremely interesting and of paramount importance. Nervous de: 
with diffuse thyroid enlargement are by no means all hyperthyroid. | 
On the other hand it is incumbent on the physician not to allow — 
these patients to continue in a hyperthyroid state (if such should 
exist) and thereby expose them to the danger of cardiac damage 
from which they may not entirely recover. 


Undoubtedly the most important factor confusing the clinical pic- _ 
ture, notably in borderline cases, is that of the endocrine adjustment — 
taking place during this critical time of development. Just what | 
influences are exerted and their modus operandi are impossible to _ 
determine in the light of our meager knowledge of endocrine physi- _ 
ology and our lack of understanding of the circulating hormones. _ 


The work of Talbot on the endocrine disturbances of adolescence 
is significant. He and others have shown that metabolism is in- 
creased during this time of life—not only increased, but that such 
an increase is a personal matter in that its height and duration 
vary with each individual. It is therefore obvious that there must 
be a lack of agreement on normal standards for children and ado- 
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lescents in particular. Basal metabolic studies, even determined 
under expertly controlled conditions and carefully checked, are fre- 
quently unreliable and it is advisable not to put too much credence in 
them. It is generally accepted, however, that in a case of suspected 
hyperthyroidism a definite drop in basal metabolism following iodine 
medication is of important significance, especially if accompanied 
by a general improvement. 


The nervous phenomena of toxic goiter in adolescence are not 
quite the same as in adult life. The stormy crises so frequently seen 
in the latter with Graves’ disease are strikingly lacking in immature 
individuals. The tremor in the 15 year old girl with hyperthy- 
roidism is of less significance than it is in the 30 year old woman. 
As a matter of fact, the nervousness is apt to be manifested more 
frequently in adolescents by irritability and restlessness, even to the 
point where diagnoses of chorea have been made, rather than by 
the actual tremor so often observed in grown people. 


Thyroid enlargement is of little diagnostic importance, but one 
should go slow in making a diagnosis in its absence. 


Tachycardia is not always present. It has been stated that a child 
with a systolic blood pressure of under 120 mm. of mercury and 
a pulse rate of less than 120 beats per minute is not likely to be 
hyperthyroid. The writer recently reported (J. South Carolina 
M. A. 35: 168-175 [July] 1939) among other cases, a girl of nearly 
12 years of age who had a toxic diffuse goiter, pathologically proved, 
with marked exophthalmos and many of the other clinical signs of 
Graves’ disease, whose pulse rate was consistently in the 80’s and 
whose systolic blood pressure was well below 120. She did have, 
however, an increase in the pulse pressure and rather forceful heart 
beats. Others have laid stress on this finding. 

Eye signs are of more diagnostic importance in children and 
youths than in adults. These may vary from a definite stare to frank 
exophthalmos. In Helmholz’s series 80 per cent had such signs. In 
the cases referred to above, all had either exophthalmos or a notice- 
able stare. 


Many observers have commented on the frequency of advanced 
sexual development and some have gone so far as to say that such 
development is often what might be called precocious. In those 
cases under our care in Charlotte all were sexually developed two 
to four years in advance of what one would expect for children 
their ages. We have not observed or seen reported in the literature 
a case of proved adolescent hyperthyroidism underdeveloped sex- 
ually. This may be of diagnostic importance. 
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It will be interesting to know the value of the galactose tolerance 
test in differentiating between hyperthyroidism in adolescents and 
other conditions which may simulate it during this period. The 
work of Althausen of the University of California on the influence 
of the thyroid hormone on intestinal absorption won the Van Meter 
prize at the recent meeting of the American Association for the 
Study of Goiter in Cincinnati. This test seems to be remarkably 
accurate and is probably more reliable than basal metabolism de- 
terminations. Its differential value in adolescent goiter has not been 
worked out, but it seems probable that such studies might solve the 
problem of diagnosis in those questionable cases of adolescent hyper- 
thyroidism where differential diagnosis is quite difficult. 


Very likely most thyroid enlargements in adolescents should be 
clarified as non-toxic smooth goiters, but in some hyperthyroidism 
is present. Ordinarily the diagnosis should not be difficult if the 
possibility of the condition is kept in mind. There are cases, how- 
ever, in which the diagnosis may be extremely difficult to the con- 
scientious surgeon, internist or prediatrician. When the disease is 
recognized beyond a reasonable doubt, the treatment is surgical for 
it is progressive. 
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BOOK REVIEWS 
The Editors of THE SOUTHERN SURGEON will at all times welcome new books in 


the field of surgery and will acknowledge their receipt in these pages. The Editors 
do not, however, agree to review all books that have been submitted without solicitation. 


OPERATIVE OrTHOPEDIcS. By WILLIis C. CAMPBELL, M. D., Memphis, 
Tenn. 1154 pages, with 845 illustrations including 4 color plates. Price 
$12.50. St. Louis: The C. V. Mosby Company, 1939. 


It is always a singular pleasure to this reviewer to pick up anything by Dr. 
Campbell, and this large new volume does not disappoint him. It is ‘a com- 
prehensive work on operative orthopedics, not only for the specialist, but also 
for many industrial and general surgeons who are doing excellent work in 
some branches of orthopedic surgery and are making valuable contributions.” 


It is unnecessary to tell readers of this journal that Willis Campbell is a 
master in this field, that he has devised many operations and improved others. 
At the same time he has not by any means slighted the work of others so the 
book is truly comprehensive. The reviewer likes particularly his discussion 
of “follow-up:” he thinks a questionnaire not nearly so satisfactory as a re- 
examination by the surgeon himself. 

The work is comprehensive too in its discussion of the anatomy, micro- 
anatomy and physiology of the structures involved, as well as its discussion of 
hormones, vitamins and of course sulfanilamide. In passing, one notes that 
he advises routine immunization against tetanus before operating on children 
who habitually go barefoot. 

All who essay to practice operative orthopedics should be thoroughly familiar 
with the content of the first 180 pages, and few such surgeons will not be 
better off for access to this work as a reference. Indeed this reviewer believes 
that every man who does operations on bones and joints should own the book ; 
he cannot qualify his praise of it. : 


SuRGICAL PATHOLOGY OF THE DISEASE OF THE MoutH AND Jaws. By 
ArtHurR E. Herrzver, M.D., Surgeon to the Agnes Hertzler Memorial 
Hospital, Halstead, Kansas. Professor of Surgery, University of Kansas. 
205 illustrations. Price $5. Philadelphia, Montreal and London: J. B. 
Lippincott Company, 1938. 


From years of experience and patient and painstaking study Dr. Hertzler 
has collected and made available, to those who are interested, information of 
untold value on this subject. The material is well selected and arranged. The 
illustrations clearly show the pathology which is so excellently described. Clin- 
ical appearance, symptoms, and pathogenesis are logically connected with the 
gross pathology and histology. Added to this is a not too frequent touch of 
Hertzler humor. 

While the few suggestions on therapy are necessarily transient the text as 
a whole constitutes a permanent contribution to medical literature. 

Although written for the general surgeon, dentists, laryngologists, and 
general practitioners who familiarize themselves with its contents should be 
able to save many lives by early recognition of the malignant disease. Oncol- 
ogists and pathologists will be glad to have it in their libraries. 

Reviewing Dr. Hertzler’s final monograph on surgical pathology has been 
both profitable and pleasant. 


EnocH CaLitaway, M.D. 
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TREATMENT BY MANIPULATION. By A. G. Timprett FisHeEr, M. C., 

M. B., Ch. B., F. R. C. S. (Eng.), Co-Trustee and Member of Executive 
_ and Research Advisory Committees of Empire Rheumatism Council ; Corre- 
_ sponding Member of the American Academy of Orthopaedic Surgeons; 
_ Orthopaedic Surgeon to the St. John Clinic and Institute of Physical Medi- 
- cine and to the Arthritic Unit, St. Stephen’s Hospital (L. C. C.), ete. 
: Third Edition of “Manipulative Surgery.” 255 pages, with 68 illustrations. 
Price $3.75. New York: Paul B. Hoeber, Inc., 1939. 


Before World War I the medical profession, scornful of the claims and 
practices of the bonesetters and other cults, paid too little attention to manipu- 
lative procedures in the treatment of human ailments. Partly because the cults 
3 sometimes achieved good results, partly because the value of such procedures 

a was proved in the restoration of injured soldiers, the profession obeyed the old 
Ss injunction, “Seek the truth, come whence it may, cost what it will,” and 
3 physical therapy became a recognized and invaluable adjunct. The importance 
a of manipulation in the care of backache was dramatically presented by Dr. 
Harper at the 1939 Postgraduate Surgical Assembly. 

Fisher points out that before employing treatment by manipulation it is 
vital to make an accurate diagnosis. He emphasizes too that one can no more 
learn satisfactorily to practice such methods from a book than he can learn 
from a book to swim or to hit a ball. However the book is stimulating and if 
it but serve to excite interest in the value of manipulative therapy it will be 
more than worth while. 


DISEASES OF THE NoOsE AND THROAT. By CHARLES J. IMPERATORI, M. D., 
F. A. C. S., Professor of Otolaryngology, New York Polyclinic Medical 
School and Hospital; Consulting Laryngologist to Nyack General Hos- 
pital, and Harlem Hospital, New York; Consulting Bronchoscopist to 
_ Manhattan Eye, Ear and Throat Hospital, etc., etc.; and HERMAN J. 
Burman, M. D., F. A. C. S., Adjunct Professor of Otolaryngology, New 
- York Polyclinic Medical School and Hospital; Director of the Department 
of Otolaryngology, Harlem Hospital, etc. Second Edition Revised. 726 
pages, with 480 illustrations. Price $10. Philadelphia, London and 
Montreal: J. B. Lippincott Company, 1939. 


The man whose work is confined to general surgery may feel that the sur- 
gery of the nose and throat is a very limited field and that progress in it has 
not kept pace with that of surgery in other fields. Such a man should take up 
this volume if only to learn the present extent of the field and the advance- 
ments in it during the last four years. 

The authors have produced a splendid book, one in which not a word is 
wasted, not an illustration unnecessary. At the same time it must be admitted 
that this tends to dogmatism, and some will be surprised to read, for example, 
that rheumatic fever “is a secondary affection of bacterial origin and follows 
acute or chronic infective processes in all parts of the body. Suppurating foci 
in the sinuses are frequently the cause of acute rheumatic fever.” One is sur- 
prised too to see that the authors do not insist on a routine x-ray of the chest 
before operations on the larynx, and that they do advise routine digitalization 
in such cases. 

The value of the volume is increased by a chapter on allergy: indeed it 
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ROENTGEN DIAGNOSIS OF THE EXTREMITIES AND SPINE. Annals of Recumiiie 
ology; Volume Seventeen. By Atsert B. Fercuson, M.D., Director of 
Roentgenology, New York Orthopaedic Hospital ; Instructor of Orthopaedic 
Surgery, College of Physicians and Surgeons. Columbia University. 508 
Roentgen-Ray studies and 5 clinical illustrations. Price $12. New York: 
Paul B. Hoeber, Inc., 1939. 


Doctor Ferguson has presented a well selected group of roentgenograms 
adequately described. His comparison of densities produced by different patho- 
logic conditions to those found in normal structures is worthy of special atten- 
tion. Further development of this idea may prove extremely useful. 

Roentgen diagnosis, as is true of other methods of diagnosis, should be based 
on a profound knowledge of the pathologic changes produced in the tissues in- 
volved. The analytical method of film study should never be replaced by snap 
diagnosis based on memory of similar films previously seen. This does not 
however eliminate or reduce the value of experience gained by the careful 
study of films or their reproductions. The ease with which comparison can 
be made with cases found in practice makes this, as well as previous volumes 
in this series, a valuable addition to the roentgenologists’ library. : 


EnocH M.D. 


ENDOCRINOLOGY IN Mopern Practice. By WILLIAM Wo tr, M. D., M. S., 
Ph. D., Endocrinologist to the French Hospital ; Attending Endocrinologist, 
Misericordia Hospital, New York City; Consulting Endocrinologist, New 
York University Dental School. Second Edition, Completely Revised. 
1077 pages, with 176 illustrations. Price $10. Philadelphia and London: 
W. B. Saunders Company, 1939. 


The world needs enthusiasts; without them we should stagnate. Enthusi- 
asts however sometimes overshoot themselves. 


Wolf has planned this book well. He takes up each of the recognized duct- 
less glands, discusses its “preclinical” aspects, and the results of its disorders 
and the appropriate treatment of its disorders. He goes on to other hormones 
and vitamins, obesity, menstruation, menopause, pregnancy and sterility. A 
second section is devoted to endocrine aspects of “‘non-endocrine” diseases, a 
third to endocrine disorders. The final section is devoted to a description and 
dosage of commercially available endocrine products. 

A fundamental defect of this book is the lack of references. If one grant 
that the author has encyclopediac knowledge of the enormous field he has 
attempted to cover, and has unerringly evaluated it all, the book is beyond 
price. However when one reads, “men and women become more alike in 
highly civilized society and therefore less nervous,” and “digitalis in doses of 
5 minims or less of the tincture. ..may be given for the ‘flushes’ of the meno- 
pause,” one wonders. The synthesis of desoxycorticosterone acetate (1937) is 
not mentioned, nor is its successful use in adrenalectomized animals (1938) ; 
that last fall this preparation had been successfully implanted in men suffer- 
ing from Addison’s disease by Thorn and his associates at Hopkins had not 
been announced when this book went to press. One is appalled that, in spite 
of the widespread publicity Tom Spies has given nicotinic acid the last year 
or two, Wolf does not mention it and states that riboflavin is the antipellagra 
factor. Finally in listing the commercially available hormones, he gives prep- 
arations by many pharmaceutical houses whose reputations are not above 
reproach. 
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CLINICAL CONFERENCE IN FLORIDA 


The Florida Section of The Southeastern Surgical Congress held its Fifth 
Annual Clinical Conference in Ocala on Thursday, August 24. A notable 
program was presented. 

Our President, Dr. R. L. Sanders, kindly came down from Memphis to 
be with the Section. His presence and his clinical discussion were a great 
inspiration. 

We were also favored by the presence of Dr. B. T. Beasley, Secretary- 
Treasurer, Dr. E. F. Fincher and Dr. W. A. Selman of Atlanta; Dr. T. Z. 
Cason of Jacksonville, Dr. Grady N. Coker, past President of the Medical 
Association of Georgia, from Canton; Dr. J. S. Turberville, Century, Flor- 
ida, President-elect of the Florida Medical Association; Dr. J. K. Quattle- 
baum of Savannah; and Dr. C. O. Segrest of Mobile. 

As has been the custom in the past, no set papers were read, the program 
consisting of presentation of cases and case reports, followed by discussion 
from the floor. 

The audience of about one hundred physicians kept up the standard of our 
audiences in the past. 

The Hospital Association of the Monroe Memorial Hospital was the host 
for lunch at the Hotel Marion. 

Dr. B. T. Beasley made an inspiring address at lunch in which he outlined 
the aims of The Southeastern Surgical Congress. 

The Section is deeply indebted not only to the Hospital Association, but 
also to the Marion County Medical Society, for wholehearted cooperation in 
presenting this meeting. 

The Committee for The Southeastern Surgical Congress consisted of Dr. 
Fred Waas, Chairman, Dr. Joe Stewart, Dr. H. C. Dozier, and Dr. Leland 
F. Carlton. 

The Committee for the Marion County Medical Society consisted of Dr. 
Richard C. Cumming, Chairman, Dr. James L. Chalker, and Dr. R. B. 
Ferguson. 
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Toccoa CONFERENCE—September 13 


The doctors in northeast Georgia were so enthusiastic over the meeting 
of the Georgia Section of The Southeastern Surgical Congress last September 
that they have expressed the wish to have one in Toccoa every year. The sixth 
annual conference therefore was held in the Stephens County Hospital on 
Wednesday, September 13. Dr. Grady Clay of Atlanta, Vice President of the 
Congress, presided. Dr. T. C. Davison of Atlanta, past President, was Chair- 
man of the Georgia Section and Dr. Bruce Schaefer of Toccoa was the local 
Chairman on arrangements. 


The program follows: 


Acute Appendicitis, Dr. J. R. Younc, Anderson, S. C.; Dr. H. W. Birpsone, Athens. 

Cholecystitis, Dk. W. W. Batrey, Augusta; Dr. Stewart D. Brown, Royston. 

Pelvic Inflammatory Disease, Dr. E. A. Wi cox, Augusta; Dr. Frank WELLS, 
Atlanta. 

Nephrolithiasis, Dr. M. A. Hupert, Athens; Dr. J. L. PirrMan, Atlanta. 

Aneurysm Traumatic, Dr. Georce TRAYLor, Augusta; Dr. J. T. McCAaLt, Rome. 

Recurrent Hyperthyroidism, Dr. HENry Poer, Atlanta; Dr. T. C. Davison, Atlanta. 

Thrombo-Angiitis Obliterans, Dr. Ep. F. FincHer, Atlanta; Dr. HucH Cocnuran, 
Atlanta. 

Brain Tumors, Dr. CALvin WEAveER, Atlanta; Dr. J. K. Burns, Gainesville. 

Fractures, Dr. CLEVELAND WHELCHEL, Gainesville; Dr. Joz BoLANnp, Atlanta. 


Luncheon was served at Toccoa Falls, the physicians in attendance being 
the guests of Dr. and Mrs. Bruce Schaefer. At the luncheon Dr. J. C. Patter- 
son, President-elect of the Medical Association of Georgia, spoke. 


The meeting wa besa attended and there was considerable 


the floor. 


RoME CONFERENCE—Wednesday, October 4 


The semi-annual Conference of the Georgia Section, The Southeastern 
Surgical Congress, jointly sponsored by the Congress and the Seventh Dis- 
trict Medical Society, will be held at the Municipal Club House, Rome, on 
Wednesday, October 4. 

Dr. T. C. Davison of Atlanta will preside and the hosts will be Dr. R. N. 
Johnson, Dr. Lester Harbin and Dr. J. T. McCall, Sr., for the Congress, 
and Dr. J. R. Garrard and Dr. A. F. Routledge for the Seventh District 
Medical Society. 


The program follows: 


MorninG PROGRAM 
10 A. M. Central Standard Time 
Fracture of Acetabulum with Puncture of Bladder, Dr. H. W. Jernican, Atlanta; 
Dr. B. B. ANDERSON, Americus. 
Endarteritis Obliterans, Treatment with Pavaex, Dr. Henry Poer, Atlanta; Dr. 
Exum WALKER, Atlanta. 


Ruptured Gangrenous Appendix and the Use of the Pezzar Catheter, Dr. JoHN 
Mooney, Statesboro; Dr. KENNETH Hunt, Griffin. 


‘Gaapr Coker, Canton. 
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The Peptic Ulcer Problem, Dr. R. L. SANDERS, Memphis, President, Southeastern 

Surgical Congress. 
AFTERNOON PROGRAM 
2 P. M. Central Standard Time 

- Address, Dr. WiLLIAM Myers, President, Medical Association of Georgia; Dr. J. C. 
PATTERSON, President-Elect, Medical Association of Georgia. 

Cholecystectomy with Drainage of the Common Duct, Dr. RALPH JOHNSON, Rome; 
Dr. H. L. Erwin, Dalton. 

Carcinoma of the Breast, Diagnosis and Treatment, Dr. ENocH CALLoway, La- 
Grange; Dr. Lester HARBIN, Rome. 

Hydronephrosis Due to Stones, Dr. WALLACE BAZEMORE, Macon; Dr. W. A. Up- 
CHURCH, Atlanta. 

Ovarian Tumors, Dr. Bruce SCHAEFER, Toccoa; Dr. WApDLEY GLENN, Atlanta. 

Tracheo-Bronchitis (Moving Picture), Dr. Ep, Wricut, Atlanta; Dr. RALPH Mc- 
Corp, Rome. 

Barbecue will be served at the Municipal 
house at McCall Hospital, 4 to 6 p. m. 
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Kincsport—Thursday, October 


The Organization Clinical Conference of the Tennessee Section, The South- 
eastern Surgical Congress, will be held at the Kingsport Hospital on Thurs- 
day, October 5. 

Dr. C. N. F. Schram will preside and the local committee in charge of 
arrangements are, in addition to Dr. Schram, Dr. Burem, Dr. A. M. Duck- 
wall, Dr. T. T. McNeer, Dr. W. H. Reed and Dr. W. A. Wiley. 

After invocation by Rev. W. S. Lea and address of welcome by Dr. E. W. 
Tipton, mayor of Kingsport, the program will be as follows: 


MorRNING PROGRAM 
10 A. M. Eastern Standard Time 
The Southeastern Surgical Congress: Its Place and Purpose, Dr. B. T. BEAsLey, 
Secretary-Treasurer. 
Organization of Tennessee Section, Southeastern Surgical Congress. 
Surgical Treatment of Pulmonary Tuberculosis, Dr. Herpert Acurr, Knoxville. 
Diagnosis and Treatment of Surgical Lesions of the Colon (Lantern Slides), Dr. 
R. L. SANDERS, Memphis, President, Southeastern Surgical Congress. 
Lunch at Hospital, 12 to 1 P. M. 
Address, J. FRED JOHNSON. 


AFTERNOON PROGRAM 
1 to 4 P. M. 


Diseases of the Female Breast, Dr. JouN L. MCGEHEE, Memphis, Professor of Sur- 
gery, University of Tennessee, Memphis 

Carcinoma of Uterus, Dr. JoHn C. Burcu, Nashville, Associate Professor, Gynecol- 
ogy and Obstetrics, Vanderbilt University, Nashville. 

Fractures of the Long Bones, Dr. J. S. SPEED, Memphis, Associate Professor, Ortho- 
pedic Surgery, University of Tennessee, Memphis. 
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